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EXECUTIVE SUMMARY

Background

The National Center for HIV/AIDS, Vi-
ral Hepatitis, STD, and TB Prevention 
( NCHHSTP) has established three 
programmatic priorities based on shared 

leadership values across the Center’s five Divisions: 
maximizing global synergies, encouraging program 
collaboration and service integration, and reducing 
health disparities . Since the establishment of the origi-
nal national center for HIV, STD and TB Prevention 
(NCHSTP), reducing health disparities has been a 
focus of the Center’s work and a commitment of its 
leadership . The Center understands the need to de-
velop a comprehensive approach to addressing health 
disparities, one that takes into account not only in-
dividual level factors, but importantly, structural, 
contextual, socioeconomic status (SES), healthcare 
service access and quality, and environmental factors . 
Together these factors are called social determinants 
of health (SDH) .

Purpose
 NCHHSTP convened the external consultation 
to identify key short- and long-term priorities for 
addressing social determinants of HIV/AIDS, vi-
ral hepatitis, sexually transmitted diseases (STDs), 
and tuberculosis (TB) that are appropriate for  
 NCHHSTP to undertake . 

Meeting Summary
The Consultation offered an opportunity for leading 
academic, scientific, public health and community 
stakeholders to discuss the development of more ef-
fective ways to address social determinants of HIV/

AIDS, viral hepatitis, STDs and TB in four key public 
health activity areas:

1 .  Public health policy, 
2 .  Data systems (including surveillance and 

epidemiology), 
3 .  Agency partnerships and building capacity for 

prevention, and 
4 .  Prevention research and evaluation .

The  NCHHSTP Director presented the strategic 
priorities and focus areas of the Centers for Dis-
ease Control and Prevention (CDC), the Coordi-
nating Center for Infectious Diseases (CCID) and  
 NCHHSTP and their respective roles in the SDH 
effort . The  NCHHSTP Deputy Director presented 
a comprehensive overview of the three SDH mod-
els that were considered for  NCHHSTP’s preven-
tion programs and activities . Representatives of  
 NCHHSTP divisions presented case studies of ongo-
ing projects in HIV/AIDS, viral hepatitis, STDs, TB, 
and global health framed within the context of one of 
the three models and provided rationale for selecting 
a particular SDH model . 

Dr. William Foege, a Senior Fellow in the 
Global Health Program of the Bill and 
Melinda Gates Foundation and a Com-
missioner of the WHO Commission on 
Social Determinants of Health spoke on 
health systems transformation and so-
cial determinants of health. Dr. Foege 
suggested three solutions to transform 
health systems to better address social  
determinants:
 •  Review international health care and 

public health models 
 •  Develop consensus-based metrics for 

health outcomes
 •  Identify “last mile” or the specific 

outcome hoped to be achieved by 
addressing social determinants  
of health.
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The Divisions selected the Ansari, 2003 and Dahlgren 
& Whitehead, 2007 models due to their simplicity 
and did not choose the World Health Organization 
(WHO) model due to its complexity .  NCHHSTP 
acknowledges the need to adapt these models to re-
spond to issues related to infectious diseases, such as 
sexual mixing in STDs; the role of environmental set-
tings in TB; the impact of background prevalence of 
disease on the incidence of disease; and quality, tim-
ing and access to health care . 

The participants discussed extensively the merits of 
 NCHHSTP adapting one of the two (the Ansari, 2003 
or the Dahlgren & Whitehead, 2007) models for the 
SDH effort or developing an entirely new model to 
address SDH in infectious diseases . The participants 
were not in favor of  NCHHSTP creating new frame-
works to describe SDH because existing models that 
were developed by experts in the field of HIV, STD, 
and TB could be easily integrated within the context 
of existing models . Even though the WHO model 
was not selected, participants emphasized the critical 
need for  NCHHSTP to strengthen its understanding 
of the model due to its focus on most of the key com-
ponents related to infectious diseases . Participants 
concluded that  NCHHSTP should use the WHO 
model in its strategy development, emphasizing that 
doing so would facilitate opportunities for other parts 
of CDC and federal agencies to use the model .

Outcomes
The participants attended one of four breakout groups 
to provide more focused guidance on specific actions 
 NCHHSTP should take to develop and advance the 
SDH effort at the national level . The Public Health 
Policy Group advised  NCHHSTP to: 

1 .  Provide leadership throughout CDC and 
align  NCHHSTP efforts with those of the 
Department of Health and Human Services 
(HHS) and of WHO;

2 .  Convene a national agenda setting meeting; and 
3 .  Partner with other federal agencies, 

non-governmental organizations, private 
foundations, philanthropic organizations and 
the like who have an interest in reducing health 
disparities .

The Data Systems Group advised  NCHHSTP to 
identify key data elements and measurements that will 
be needed to develop and launch the national SDH 
effort . To achieve this goal, the breakout group sug-
gested that  NCHHSTP: 

1 .  Create relevant SDH metrics that would be 
monitored by subject matter experts;

2 .  Add SDH to  NCHHSTP data collection 
systems; and

3 .  Share, link and integrate data to the extent 
possible to facilitate analyses and provide an 
evidence base (also identify and utilize other 
agencies data sets and systems) .

The Agency Partnerships and Capacity Building 
Group advised  NCHHSTP to: 

1 .  Enhance partnerships from both traditional and 
non-traditional sources to strengthen the SDH 
effort;

2 .  Build capacity among partners in SDH by 
including language in funding opportunity 
announcements (FOAs) that would require state 
and local grantees to collaborate with and reach 
out to partners at state and local levels; and 

3 .  Launch a nationwide social marketing campaign 
to strengthen the relationship between CDC and 
at-risk populations and to engage a broader group 
of partners in delivering messages on infectious 
diseases . 

The Prevention Research and Evaluation Group ad-
vised  NCHHSTP to: 

1 .  Reframe traditional strategies based on 
individuals and broaden targeted groups on 
the basis of families, communities, systems, 
partnerships, organizations, for example;

2 .  Integrate a holistic and interdisciplinary 
approach to conducting prevention research; and
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3 .  Advance toward participatory research in which 
communities are engaged at the beginning stage 
of conceptualizing studies through the  
final stages .

Next Steps for CDC
The Director of  NCHHSTP identified CDC’s next 
steps . They include:

1 .  Develop a detailed report of the proceedings 
to be distributed to all of the participants in a 
timely manner to ensure that key outcomes of the 
deliberations are applied to local practice .

2 .  Develop strategy and implement results of 
the Consultation through revising the “Green 
Paper” to a “White Paper” which will include 
a concentric circle of partner engagement and 
input starting with  NCHHSTP leadership and 
staff to obtain input on suggestions, priority 
actions, and next steps for implementation; and 
incorporate key suggestions into the  NCHHSTP 
strategic plan .

3 .  Develop an overarching communications plan 
to guide, mobilize and inspire action through 
strengthened Website presences and Links 
on social determinants of health included on 
 NCHHSTP Health Disparities Web page .

4 .  Contribute to the scientific literature through 
publication of a special journal issue on social 
determinants of health in Public Health Reports 
in early 2010 .

5 .  Promote partner engagement through a Dear 
Colleague letter to  NCHHSTP partners; 
inclusion of a discussion of the outcomes of this 
Consultation and addressing social determinants 
on the  NCHHSTP Director’s Blog; and 
inclusion of SDH into other routine and ad hoc 
communication outputs from the Center .

6 .  Enhance outreach to the CDC community 
at-large through embracing  NCHHSTP’s 
leadership role in addressing SDH throughout 
the CDC community; providing leadership 
updates and feedback to Center Leadership 

Council and Executive Leadership Board; 
working with the CDC Social Determinants of 
Health Workgroup; and collaborating with other 
National Centers who are interested and active 
with this issue .

7 .  Reinforce commitment to include SDH in 
 NCHHSTP-sponsored conferences and identify 
opportunities for inclusion and raising the 
profile of SDH in HHS or CDC-sponsored 
conferences . 

8 .  Continue and expand expert engagement in the 
 NCHHSTP SDH activities through structured 
qualitative interviews with external partners 
including external subject matter experts not 
present at this Consultation and philanthropic 
organizations and foundations .

Conclusions
The Consultation was successful in identifying key 
priorities in four content areas . These priorities and 
suggestions from the discussions at the Consultation 
are an integral part in  NCHHSTP’s development of 
a SDH strategy, with clear goals and objectives . Par-
ticipant input is the basis from which  NCHHSTP 
will create a road map for key goals, to assess account-
ability and to evaluate progress in achieving the SDH 
goals and objectives over time . The Consultation dem-
onstrated partners’ commitment to address SDH and 
their enthusiasm to broaden the conversation about 
SDH to include traditional and non-traditional, fed-
eral, and private sector partners who are concerned 
about reducing health disparities .
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CONSULTATION SUMMARY

This report summarizes major points discussed dur-
ing the two-day meeting, including priorities identi-
fied during breakout sessions for four content areas . 
If you would like more detailed information about 
the meeting or discussions that took place during 
the meeting, please contact the Office of Health 
Disparities at 404 .639 .8009 .

Background

The National Center for HIV/AIDS, Vi-
ral Hepatitis, STD, and TB Prevention 
( NCHHSTP) has maintained a strong 
commitment to address health dispari-

ties since the establishment of the original center, 
NCHSTP in 1995 .  NCHHSTP is now focusing 
on new paradigms to better understand the role of 
social determinants of health (SDH) in its previous 
accomplishments and identifying future directions in 
the prevention of HIV/AIDS, viral hepatitis, STDs  
and TB .

 NCHHSTP’s mission is to maximize public health 
and safety nationally and internationally through the 
elimination, prevention and control of disease, dis-
ability and death caused by HIV/AIDS, viral hepati-
tis, STDs, and TB . The strategic priorities of the Cen-
ters for Disease Control and Prevention (CDC), the 
Coordinating Center for Infectious Diseases (CCID) 
and  NCHHSTP are health protection impact, cus-
tomer focus, health protection research, health system 
leadership, a global perspective, and accountability of 
public health practice . These priorities play an impor-
tant role in addressing SDH to accelerate the preven-
tion and control of HIV/AIDS, viral hepatitis, STDs, 
and TB . 

 NCHHSTP has an established track record of in-
novation, commitment and funding of public health 

programs, research and policy to reduce health dis-
parities .  NCHHSTP also maintains its commitment 
to workforce diversity, mentoring and training to help 
ensure that the needs of populations affected by infec-
tious diseases are met .

Despite its solid accomplishments,  NCHHSTP is 
interested in what can be done to build a more com-
prehensive approach to address health disparities in 
infectious diseases and to design and establish a strong 
framework to integrate all of  NCHHSTP’s preven-
tion activities .  NCHHSTP recognizes the accom-
plishments to date in the area of reducing racial/ethnic 
and gender disparity health outcomes, many of which 
were attained through analyzing, characterizing and 
reporting disease diagnoses, incidence, prevalence and 
self-reported health status .  NCHHSTP also acknowl-
edges the need to increase its focus on determinants 
such as healthcare service delivery, health behaviors, 
socioeconomic status (SES) and the environment .

 NCHHSTP also intends to place more emphasis on 
structural and contextual determinants of health, par-
ticularly health policy and legislation, economic and 
social interventions and cross-sectoral collaboration . 
To develop this more comprehensive approach for the 
prevention of infectious diseases,  NCHHSTP is now 
addressing four key questions: 

1 .  Is  NCHHSTP taking proper actions in the areas 
of health outcomes, health determinants and 
structural/contextual determinants? 

2 .  Are  NCHHSTP’s approaches across infectious 
diseases and within divisions consistent in 
an effort to conceptualize and address health 
disparities overall? 

3 .  Has  NCHHSTP properly balanced health 
outcomes, health determinants and structural/
contextual determinants with individual partners, 
networks, communities and society as a whole? 
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4 .  What actions should  NCHHSTP take to tackle 
more actively health disparities of infectious 
diseases?

 NCHHSTP is placing greater emphasis on SDH 
because a common framework for approaching and 
tackling health disparities is required . New paradigms, 
understanding, energy and global interest about SDH 
are emerging . A greater emphasis on SDH will help 
 NCHHSTP ensure a more balanced portfolio of in-
dividual, network, and community programs and so-
cietal interventions .

 NCHHSTP knows that no single approach to pre-
vention is sufficient in developing effective new tools . 
Integrated prevention approaches involving behav-
ioral, biomedical and structural interventions need 
to be bundled into packages and targeted to specific 
populations . Evidence shows that the cumulative 
effect of a combined prevention approach prom-
ises to be an effective way to thwart the spread of  
infectious diseases .

Purpose 
The purpose of the Consultation was to identify 
 NCHHSTP’s one-, three- and five- year priorities 
in the four key public health activities: public health 

policy, data systems, agency partnerships and capacity 
building, and prevention research and evaluation . In-
put from the consultation will be used by  NCHHSTP 
to develop policies, practices and guidelines that in-
corporate SDH and that will influence the develop-
ment and implementation of domestic and global 
prevention programs for HIV/AIDS, viral hepatitis, 
STD and TB . 

Overview of Selected 
SDH Models for 
 NCHHSTP
The structure of the Consultation was such that an 
overview of selected SDH models and 5 cases stud-
ies presented during the plenary session as well as the 
SDH Green Paper (a discussion document intended 
to stimulate debate and launch a process of consulta-
tion on a particular topic) and other reference materi-
als that were distributed served as the basis for par-
ticipant discussion of four major topics during the 
breakout sessions . The topic areas were public health 
policy, data systems, agency partnerships and capac-
ity building, and prevention research and evaluation . 
Participants were urged to engage actively in these dis-
cussions to provide CDC with expert guidance and 
suggestions on SDH next steps .

Overview
Population health outcomes are significantly influ-
enced by complex, integrated and overlapping social 
structures and economic systems referred to as SDH . 
Studies have shown that social determinants, such as 
an individual’s position in a social hierarchy, can influ-
ence health outcomes . For example, racial/ethnic mi-
nority groups low in the social and economic hierarchy 
experienced increased rates of adverse health out-
comes, death and displacement following Hurricanes 
Katrina and Rita than other populations (Gault, et al ., 
2005) . Moreover, the Whitehall Study documented 
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that British civil servants lived longer compared to 
persons with a lower social ranking (Marmott, 1999) .

Health disparities in HIV/AIDS, viral hepatitis, STDs 
and TB are inextricably linked to a complex blend of 
social and economic determinants (CDC, 2008) . To 
reduce heath disparities, SDH must be addressed by 
identifying common SDH disparities across subpop-
ulations that are disproportionately affected by these 
diseases to develop and integrate interventions to ad-
dress or mediate these diseases .

The term “SDH” was first used in the 1970s (Wilde, 
2007) in an effort to shift the focus away from indi-
vidual, behavioral causes of disease toward pathways 
to improve health with a focus on the acute healthcare 
system . However, SDH has been redefined since that 
time .

Krieger’s 2001 definition of SDH described specific 
features of and pathways by which societal conditions 
affect health and how a person’s health potentially can 
be altered by informed action (Krieger, 2001) . WHO’s 
2005 definition of SDH described social conditions in 
which persons live and work (WHO, 2005) . Kindig’s 
2007 definition of SDH described patterns of health 
determinants over the life course (Kindig, 2007) .

In developing the formative strategy and providing a 
framework for discussions during the Consultation, 
 NCHHSTP adopted Raphael’s definition of SDH 
in which economic and social conditions influence 
the health of individuals, communities and jurisdic-
tions as a whole (Raphael, 2004) . The definition fur-
ther states that social determinants affect the extent 
to which an individual possesses physical, social and 
personal resources to identify and achieve personal 
aspirations, satisfy needs and cope with the environ-
ment .

A literature review resulted in  NCHHSTP initially 
selecting six SDH models for closer inspection and 
comparison and ultimately choosing three SDH 
models that were most relevant and applicable to its 
public health activities . The three SDH models of-

fered to  NCHHSTP’s divisions to consider as they 
developed case studies were:
•  Ansari’s 2003 SDH public health model. 

Ansari, et al ., 2003 developed a public health 
model on the social determinants of health 
to show the relationships between health 
care systems, social determinants, disease 
inducing behaviors and health outcomes and to 
demonstrate a dynamic relationship between 
psychological risks and the circular effects of 
socio-economic determinants and community 
and societal characteristics . 

•  Dalhgren and Whitehead’s (D&W) 2007 
SDH model. Dalhgren and Whitehead’s model 
is a variation on the concept of concentric 
semi-circles . Starting at the middle of the circle, 
age, sex and heredity provide the center after 
which individual lifestyle factors provide the 
next closest layer, analogous to a “close in” suburb 
to an inner city . Adding on to that, layers of 
other contributing factors that impact health are 
shown cascading, almost rainbow-like, moving 
outward to higher levels of abstraction . Each 
additional layer presents factors that influence 
health or disease which are further removed from 
individual influence . 

Dr. William Foege, a Senior Fellow in 
the Global Health Program of the Bill 
and Melinda Gates Foundation and a 
Commissioner of the WHO Commission 
on Social Determinants of Health spoke 
on health systems transformation and 
social determinants of health. Dr. Foege 
suggested three solutions to transform 
health systems to better address social  
determinants:

 •  Review international health care and 
public health models 

 •  Develop consensus-based metrics for 
health outcomes

 •  Identify “last mile” or the specific 
outcome hoped to be achieved by 
addressing social determinants  
of health.
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•  The World Health Model, 2008. World Health 
Organization Equity Team model is a synthesis 
of a number of models reviewed by the WHO 
between 2003 and 2007 . Structural determinants 
of health (social and political context) configure 
the health opportunities of social groups based 
on placement within hierarchies of social and 
economic power and relative social capital 
available in communities . 

Case Studies
During the consultation representatives from each of 
the five  NCHHSTP divisions presented case studies 
of their selected SDH models referenced above . The 
overviews included background information on each 
division’s issue or program; the division’s rationale 
for selecting a particular model; and strengths and 
weaknesses of the selected model within the context 
of the division’s area of focus . The applicability of the 
selected model to other programs at both division and 
center levels was described as were potential modifica-
tions or enhancements that would need to be made 
to the selected model for extending its use in broader 
public health activities at CDC . 

Division of HIV/AIDS Prevention (DHAP) selected 
the Ansari public health model to address SDH re-
lated to HIV/ AIDS disparities among men who have 
sex with men (MSM) . The rationale was based on the 
stigma and discrimination associated with homosexu-
ality; for example, MSM with regular sources of care 
often do not disclose their sexual minority status to 
healthcare providers . Providers are ill equipped to 
meet the needs of this population in a sensitive and 
knowledgeable manner . Individual-level decisions 
about risk behaviors impact health outcomes for 
HIV/AIDS rates (Fenton and Valdiserri, 2006) .

In addition to disease-inducing behaviors and indi-
vidual-level decisions, socio-economic status (SES), 
psychosocial risk factors, and community/social de-
terminants that influence and interact with each other 

also play a significant role in health disparities among 
MSM . Ansari’s SDH public health model includes 
three key strengths to support DHAP’s HIV/AIDS 
prevention programs and activities: 
•  The role of individual behavior is explicitly 

recognized; 
•  The role of social and structural influences in 

individual behavior is clearly defined; and
•  Opportunities for public health intervention 

at individual, psychosocial, community and 
healthcare levels are described .

The Ansari model has three major weaknesses that 
make it less applicable to DHAP’s HIV/AIDS pre-
vention programs and activities:
•  The model does not address developmental 

aspects; 
•  The level of attention between strengths and risk 

factors is not appropriately balanced; and
•  The emphasis on mediating or buffering effects 

and strengths of interventions is insufficient .

DHAP could modify or enhance the Ansari model 
by better articulating the unique roles of the target 
community versus broader societal components; giv-
ing more recognition to the strengths, developmental 
issues over the life course; and mediating factors or 
strengths that contribute to risk at individual, social 
network and community levels .



C O N S U LTAT I O N  S U M M A RY

Addressing Social  Determinants of Heal th—External Consul tat ion Meet ing Repor t

5

Division of STD Prevention (DSTDP) selected the An-
sari public health model to address personal barriers as 
well, including language barriers and low literacy lev-
els; concerns regarding confidentiality, discrimination 
and stigma; and cultural differences that might make 
persons reluctant to seek care . In applying the model, 
DSTDP focused on disease-inducing behaviors, such 
as high-risk sexual practices involving new or multiple 
partners among both heterosexual and MSM popula-
tions and high rates of unprotected sex . 

DSTDP also was able to use the Ansari model to ad-
dress important social determinants in the syphilis 
elimination campaign, such as psychosocial risk fac-
tors; substance abuse and extreme alcohol use; mental 
stress associated with being in a marginalized popula-
tion; social discrimination related to racism, classism 
or homophobia; social isolation related to shame; 
public perceptions of decreased risk for STDs due 
to the availability of HIV treatment; and “safer sex 
fatigue” related to HIV and other STDs . In addition 
to this application, Ansari’s SDH public health model 
includes many key strengths to support DSTDP pre-
vention programs and activities: 
•  The role of socioeconomic determinants, such 

as inadequate income issues for MSM, African 
Americans (AA) and heterosexual populations, is 
clearly defined (These factors can compel persons 
to exchange sex for money, food, housing or 
drugs and also can lead to inadequate education 

and poor access to health care due to the lack of 
employer-based insurance);

•  The role of community and societal 
characteristics that pose unique challenges in the 
syphilis elimination campaign associated with 
rural areas is emphasized;

•  The relationships between complex systems is 
clarified; and

•  Minority groups, MSM and other populations 
that are similarly affected by gonorrhea, 
chlamydia and STDs other than syphilis are 
highlighted .

The Ansari model has a major weakness that makes it 
less applicable to DSTDP programs and activities in 
that it does not clearly delineate or rank priority ar-
eas . The ability of an SDH model to prioritize issues is 
critical in implementing the national syphilis elimina-
tion campaign because resources for this effort at fed-
eral, state and local levels are continuing to diminish .

Division of Viral Hepatitis (DVH) selected the D&W 
model due to its easily understandable structure, el-
egance in its simplicity, and entry points at each of the 
four concentric levels representing points of interven-
tion for influencing outcomes and improving health . 
Moreover, the model’s conceptual framework is an in-
terdependent and interactive system, which is capable 
of capturing influences at one level that might affect 
another level .
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DVH used the model to address factors, such as ge-
netic immutable composition; applied the model to 
address the main determinants of health for policy in-
tervention; SES, cultural and environmental factors, 
and other structural determinants; living and working 
conditions; social and community networks; and in-
dividual lifestyle factors .

The D&W model has many strengths which support 
DVH’s programs and activities:
•  The policy levels of the model are consistent 

with hepatitis B virus prevention in American 
Asians/Pacific Islanders (AAPIs) and other DVH 
activities; 

•  Socioeconomic, cultural and environmental 
changes in policy level 1 reflect DVH’s efforts to 
incorporate or integrate adult HBV vaccination 
services into established programs of  NCHHSTP 
and other CDC divisions; and

•  Enhancement of social and community support 
to persons in policy level 3 is the most relevant 
to DVH’s activities at present . (DVH is 
currently providing support to state and local 
health departments to improve and expand 
hepatitis-related services under the direction of an 
Adult Hepatitis Prevention Coordinator .)

The D&W model has one weakness that could make 
it less applicable to DVH’s prevention programs and 
activities: 
•  Influences on individual lifestyles and attitudes 

in policy level 4 are not entirely applicable to 
DVH’s activities at this time . However, DVH 
has developed and disseminated communication 
materials through its web site and other venues 
and also has allocated funds to facilitate viral 
hepatitis education and testing in vulnerable 
populations .

DVH found the D&W model to be applicable to 
its new Chronic Hepatitis Cohort Study that was 
designed to monitor access and response to recom-
mended care for chronic viral hepatitis . Data will be 
collected in real-time based on clinician-patient inter-
actions in multiple settings . Information will be gath-

ered to describe the demographic characteristics, dis-
eases or conditions, laboratory tests, and the duration, 
amount and outcomes of treatment of chronic HBV 
and HCV-infected patients . The study might help to 
identify barriers to access to care in certain popula-
tions and also may fit within policy levels 2 and 3 as 
areas for intervention .

Division of TB Elimination (DTBE) selected the 
D&W model to describe multiple factors and levels 
that interact to play a significant role in TB dispari-
ties in the AA communities and to develop strategies 
to address social determinants . DTBE is funding an 
ongoing study to analyze determinants of early TB di-
agnosis and treatment among U .S .-born AAs .

The D&W model has three strengths that support 
DTBE’s programs and activities:
•  The model offers flexibility in modeling any 

disease or condition;
•  Interactivity is possible at all four intervention 

levels; and
•  The model is easy to understand .

DTBE determined that the D&W model is applica-
ble to many of its existing activities . At the individual 
behavior level of the model, DTBE is conducting 
studies focusing on factors related to treatment adher-
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ence, including studies of the length and tolerability 
of TB regimens; HIV, substance addiction and other 
co-morbidities; logistical barriers to care; and TB 
knowledge, attitudes and risk perceptions . To develop 
and intervene through social and community net-
works, DTBE conducted a TB Summit with African 
American leaders, maintained an electronic listserv 
to share resources with members of that community 
and others, publishes a quarterly newsletter targeted 
to African Americans, and dedicated a website to TB 
in African Americans . 

At the living and working conditions level of the 
model, DTBE funds programs to provide patient-
centered TB care regardless of the ability to pay, with 
linkages to housing and food to needy persons during 
TB treatment, support for transportation, language 
interpreter services, and referrals to social and co-
morbidity services . For TB patients in correctional or 
homeless shelter settings, DTBE developed and dis-
seminates guidelines for optimal TB prevention and 
control . At the structural level of the model, DTBE 
strengthens TB proficiency among providers by offer-
ing training and education through Regional Training 
and Medical Consultation Centers and conducted a 
study that resulted in the development of guidance to 
provide culturally competent care to various impacted 
populations .

Global AIDS Program (GAP) selected the D&W 
model as a framework for examining its gender pro-
gramming within the U .S . President’s Emergency Plan 
for AIDS Relief (PEPFAR) . The D&W model was 
selected because its components define layers of influ-
ence and levels of policy intervention that are relevant 
to PEPFAR’s five gender strategies, which are: 
•  Increasing gender equity in HIV/AIDS programs 

and services; 
•  Reducing gender-based violence and coercion;
•  Addressing male norms and behaviors;
•  Increasing women’s legal rights and protection; 

and
•  Increasing women’s income and productive 

resources .

PEPFAR programs to support these HIV/AIDS strat-
egies share many of the same challenges faced by pro-
grams that aim to address social determinants more 
broadly, including the need to: 
•  Build the evidence base for interventions;
•  Reach consensus on what outcomes to measure;
•  Determine the right “mix” of interventions;
•  Forge partnerships across sectors and intervention 

levels; and
•  Create a sense of urgency and support for 

problems that require longer-term solutions .

Particular strengths of the D&W model include the 
comprehensive scope of determinants of health out-
comes; specification and prioritization of social deter-
minants; and its usefulness for advocacy and program-
ming . The following recommendations were proposed 
in order to address shortcomings of the model and en-
hance its applicability:
•  Elaborate the dynamics and linkages across layers 

of influence and intervention levels;
•  Provide guidance on setting priorities for policy 

and program intervention; and 
•  Recognize and include gender-related influences, 

which cut across all layers and intervention levels .
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Potentially Best Fit  
SDH Model for 
 NCHHSTP
The participants discussed extensively the merits of 
 NCHHSTP using one of the three existing models for 
the SDH effort or developing an entirely new model 
to address SDH in infectious diseases . The partici-
pants were not in favor of  NCHHSTP creating new 
frameworks to describe SDH because existing mod-
els, developed by experts in the field of HIV, STD and 
TB, could be easily applied to the conditions of inter-
est for the Center . However, the participants empha-
sized the critical need for  NCHHSTP to strengthen 
its understanding of the WHO model because of its 
focus on most of the key components related to infec-
tious diseases .

The participants also advised  NCHHSTP to use the 
WHO model and further support WHO’s current 
global movement in SDH . Moreover, participants 
emphasized that if  NCHHSTP’s leadership used the 
WHO model, more opportunities would be created 
for other parts of CDC and federal agencies to utilize 
the model .

 NCHHSTP identified four major reasons to develop 
an appropriate SDH model for its programs and ac-
tivities: 

1 .  To facilitate internal and external communication 
on the topic; 

2 .  To provide a consistent organizational framework 
to all divisions and offices;

3 .  To promote synergy and harmonization across 
programs; and

4 .  To facilitate the integration of social 
determinants into the development of 
 NCHHSTP’s policies, funding opportunity 
announcements, projects and programs .

The participants made a number of comments and sug-
gestions for  NCHHSTP to consider regarding an SDH 
model . Some of the suggestions asked that  NCHHSTP:
•  Acknowledge that chronic disease SDH models 

may not fit its programs and activities because this 
type of model cannot be adapted to fully address 
all populations, challenges, barriers and other 
issues associated with HIV/AIDS, viral hepatitis, 
STDs and TB;

•  Take non-traditional approaches in adapting the 
models to address health objectives and SDH, 
such as promoting high-school graduation as a 
strategy to prevent STDs;

•  Engage state health officers and other groups with 
influence at the state level;

•  Develop, clearly define and articulate a solid 
vision for the SDH effort that focuses on health 
equity .  NCHHSTP’s first step in this effort 
should be to define SDH as a national public 
health problem in partnership with other federal 
partners; and

•  Ensure that the SDH effort is consistent with and 
linked to the HHS Healthy People 2020 effort .
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This approach might facilitate the development and 
implementation of a government-wide SDH model:
•  Ensure that CDC’s future funding opportunity 

announcements (FOAs) require grantees to 
incorporate SDH into existing programs and 
activities at state, local and community levels; 

•  Engage federal partners, communities, private 
organizations and other stakeholders to focus 
on issues that are beyond CDC’s public health 
mission, role and responsibilities;

•  Acknowledge the importance of health equity 
and the root causes of income inequalities for 
vulnerable populations; and

•  Reconsider the WHO SDH model, which, 
though complex, is comprehensive . 

Charge to Participants
Consultation participants were asked to consider the 
actions steps reported by the WHO Commission on 
Social Determinants of Health for addressing SDH in 
the groundbreaking publication entitled Closing the 
Gap in a Generation: Health Equity Through Action 
on the Social Determinants of Health . 
•  First, conditions of daily life should be improved 

by analyzing the circumstances in which 
individuals are born, grow, live, work, play, 
worship and age .

•  Second, structural drivers associated with 
inequitable distribution of power, money and 
resources in daily life should be examined at 
national and local levels . 

•  Third, the SDH problem should be measured and 
understood; the SDH knowledge base should be 
expanded with a broader workforce that is trained 
in SDH; public awareness of SDH should be 
raised; and the impact on actions taken to address 
SDH should be evaluated .

It was recognized that many activities the participants 
proposed for the SDH effort were well beyond CDC’s 
core mission, domain and competencies . A common 
theme that participants cited throughout the Consul-
tation was for CDC to maintain its commitment to 
evidence-based public health practice . In areas where 
the best available evidence for SDH does not exist, 
the participants advised CDC to provide leadership 
in broadening the science .

Participants were asked to work in one of four content 
areas:

1 .  Public health policy;
2 .  Data systems; 
3 .  Agency partnerships and capacity building; and 
4 .  Prevention research and evaluation . 

The groups were required to stay together and over the 
course of three consecutive sessions, identify the top 
priorities for  NCHHSTP to focus on in the short- 
and long-term .
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Content Area 
Summaries

The participants worked within each content area to: 
•  Identify top priorities in each of the four content 

areas; 
•  Describe activities, methods and metrics to 

implement and evaluate the priorities over one-, 
three- and five-year periods; and

•  Identify partnerships and other resources that will 
be required to conduct the SDH priorities . 

Each group addressed the content area differently 
which is reflected in each summary .

Public Health Policy
Priority 1: Leadership— NCHHSTP.
•  Year 1: Lead the SDH effort throughout CDC 

and then align this effort with HHS and WHO .
•  Year 3: Develop a metric to measure health 

outcomes by synthesizing and harmonizing 
existing resources .

•  Year 5: Use the metric nationally and rigorously 
evaluate its impact on health outcomes . 

 NCHHSTP Activities for Priority 1
•  Identify, define and clearly articulate the goals, 

the one-, three- and five-year marks, and a 
strategic plan for the SDH effort prior to 
implementation .

•  Reach out to the incoming Administration, 
Congress, the Surgeon General and other 
policymakers at all levels to provide 
education on SDH through a marketing 
campaign or strategic communications .

•  Develop and disseminate a compendium 
on translating research findings of 
social determinants, such as racism and 
homophobia, into public health policy; 
different versions should be created for 
different audiences .

Partners for Priority 1
•  Association of State and Territorial Health 

Officials
•  National Association of County and City Health 

Officials
•  American Public Health Association
•  American Correctional Association
•  National Commission on Correctional Health 

Care
•  Bill and Melinda Gates Foundation

Existing Resources and Models for Priority 1
•  CDC’s 1978 meeting on “Objectives for the 

Nation”
•  Certain Trumpets by Gary Wells
•  Data Sets to Determine Social Determinants of 

Health by the Division of Adult and Community 
Health

•  Center for Health Equity web site with guidance 
on framing the discussion for health disparities 
into an equal opportunity dialogue . 

•  www .cdc .gov/NCCDPHP/DACH/chaps/
library/health_disparities .htm

Barriers to Priority 1
•  Obtaining political will
•  Identifying and sustaining true leadership
•  Leveraging resources
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Priority 2: National Meeting— NCHHSTP.
•  Year 1: Convene a CDC-wide workshop on SDH
•  Year 3: Hold a national meeting to expand 

previous SDH efforts

 NCHHSTP’s Activities for Priority 2
•  Include SDH tracks in all of the Center’s 

Prevention Conferences in the interim of 
convening a CDC-wide workshop and a National 
Congress on SDH in 2009-2010 

•  Form a steering committee to convene and 
oversee the first and second National Meetings in 
the near future . 

Priority 3: Partnerships— NCHHSTP.
•  Year 1:  NCHHSTP would collaborate with a 

range of federal agencies, including education, 
housing and environmental justice agencies, 
non-governmental organizations (NGOs), private 
foundations, philanthropic organizations and 
other groups that have an interest in and address 
issues related to SDH .

 NCHHSTP Activities for Priority 3
•  Develop interagency FOAs in collaboration with 

the National Institutes of Health (NIH), the 
Health Resources and Services Administration

(HRSA), Department of Education and 
Department of Labor . 
•  Engage CDC’s traditional programs and partners 

in the SDH effort (Year 1)
•  Involve other agencies (Year 3)
•  Solicit contributions and sources from the energy 

and housing sectors and other allied agencies 
(Year 5) 

Barriers to Priority 3
•  Shifting from the old paradigm of addressing 

diseases to a new paradigm that incorporates 
SDH .

•  Encouraging organizations to partner without 
incentives .

Data Systems
Priority 1:  NCHHSTP—Health Metrics. 
•  Create relevant health metrics and incorporate 

them into analyses to determine SDH factors, 
assess improvements in health outcomes, and 
facilitate data collection at both individual and 
systems levels .

Activities for Priority 1
•  Identify and prioritize core data elements that will 

be most relevant to SDH data systems .
•  Engage subject matter experts in SDH to identify 

existing databases that gather information on 
SDH and determine core data elements to collect . 

•  Use the framework of the WHO model to 
communicate SDH data to stakeholders .

•  Review available data on legal and health policies 
in a meta-analysis format .

•  Create strategies to identify populations that are 
most at risk for multiple SDH factors, neglected 
or unrecognized .

•  Identify barriers to collecting SDH data across 
systems and existing gaps . 

•  SDH leadership should reflect multiple sectors . 
•  Develop and sustain a formal process, policies 

and practices to identify SDH data elements and 
measure health outcomes .
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•  Form a new “Data Systems Workgroup” 
to provide  NCHHSTP with draft 
recommendations (Year 3) . 

•  Special studies should be conducted to gather 
data on sexual identity, behavior, gender identity 
and other difficult SDH issues from specific 
subgroups .

Year 1 Implementation Plan— NCHHSTP
•  Convene workgroups with stakeholders and 

subject matter experts to discuss data collection 
needs and review policies for the SDH effort . 

•  Integrate data systems and increase 
cross-collaboration related to data collection 
throughout CDC .

•  Develop an assessment tool to evaluate both 
existing surveillance projects and new data 
collection activities through an “SDH lens .”

Year 1 Evaluation Plan 
Progress in developing SDH data systems and data 
collection tools should be assessed based on the fol-
lowing criteria:
•  Were effective new partnerships established?
•  Was an inventory developed of existing data 

systems?
•  Were stakeholder meetings convened?
•  Did the collection of SDH data make a difference 

at multiple levels of prevention activities and 
programs?

•  Were CDC’s and  NCHHSTP’s data collection 

processes standardized and were data systems 
integrated to gather, review and analyze data in a 
consistent manner over one-, three- and five-year 
periods?

•  Were health metrics developed and incorporated 
into data systems to evaluate improvements in the 
health status? Were factors identified influencing 
SDH diseases impacting target populations?

•  Was the WHO model used as a framework to 
develop and evaluate SDH data systems?

Agency Partnerships and 
Capacity Building
Priority 1: Expand existing partnerships— 
NCHHSTP. 
•  Encourage collaboration as a fundamental process 

to operate and deliver SDH services .

Activities for Priority 1
•  Facilitate a comprehensive and holistic approach 

that would improve access to SDH services, 
including education, job training, housing, links 
to social services, for example . 

•  Engage impacted populations and other 
stakeholders .

•  Enhance health outcomes .
•  Allow organizations to use their current capacity 

to expand existing partnerships and build capacity 
in SDH without additional resources .
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Priority 2: Develop FOAs that focus  
on SDH.
•  Incorporate SDH language into existing 

cooperative agreements across HHS 
•  Incorporate SDH language into future funding 

opportunity announcements and requests for 
application across HHS 

Activities for Priority 2
•  Identify SDH priorities and specific areas of 

focus .
•  Encourage collaborations among partners .
•  Provide a long-term roadmap for SDH .
•  Codify respectful relationships among all 

stakeholders .
•  Build more capacity in SDH among partners .
•  Increase the feasibility of conducting 

demonstration projects on SDH .
•  Assure accountability of the SDH effort .

Priority 3: Launch a national media 
campaign as part of a communication 
strategy. 
•  Design a communication strategy to be 

understandable, reflect health literacy issues, 
provide health information to community 
partners, and address SDH for individuals, 
communities, systems and societies (Year 1) . 

Priority 3 Activities
•  Raise awareness of SDH .
•  Expand existing partnerships and encourage 

collaborations as a fundamental process to operate 
and deliver SDH services .

•  Partner with state and local health departments 
to address issues raised in the Public Broadcasting 
System’s Unnatural Causes: Is Inequality Making 
Us Sick?

•  Mobilize communities .
•  Reduce stigma .
•  Build SDH capacity at the individual level .
•  Adddress poverty, domestic violence and other 

SDH factors .
•  Define SDH at the grassroots level .
•  Document the impact of SDH on all persons .

•  Create consumer demand for the development of 
conditions that allow individuals to be healthy .

•  Lead to a community mobilization model for 
broad endorsement of the SDH effort .

Partnerships for the Priorities
•  HHS, Administration for Children and Families 

Services
•  Federal agencies or organization on Aging, 

Justice, Education and Agriculture
•  HHS, Health Resources and Services 

Administration
•  HHS, Office on Women’s Health
•  US Congress
•  National Coalition of STD Directors
•  National Association of Local Health 

Departments
•  Local, state or federal elected officials
•  National TB Controllers Association
•  HHS, National Institutes of Health
•  Private foundations
•  National Medical Association
•  Community-based organizations
•  Gender-specific organizations
•  Other federal, state and local agencies; 

non-governmental organizations; and community 
partners

•  CDC and  NCHHSTP Media Professionals 
(National Center for Health Marketing 
[NCHM])
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Barriers to Implementation of the Priorities
•  Conflicting agendas, diverse interests and “turf ” 

issues of various stakeholders .
•  Different policies and procedures across agencies .
•  Limited focus on and prioritization of SDH .
•  Lack of measures to ensure accountability and 

evaluate progress .
•  Lack of understanding and awareness of SDH .
•  Limited funding .
•  Lack of congruence among values .
•  Problems with sustaining funding and the overall 

concept of SDH over time .

Evaluation of the Priorities
•  Engage stakeholders in developing, assessing and 

testing the evaluation plan .
•  Clearly define and articulate SDH language .
•  Identify potential indicators for the evaluation 

plan, such as: 
 1 .  measuring the number of cooperative 

agreements pre-/post-implementation of 
the national media campaign; 

 2 .  measuring the number of existing activities 
that currently address SDH to avoid 
duplication; and 

 3 .  measuring the capacity and past successes 
of partners .

•  Design an evaluation plan that:
 ■  Includes goals, objectives and activities that 

are specific, measurable, achievable, realistic 
and time-bound .

 ■  Is flexible and adaptable to overarching 
plans .

 ■  Is based on a strong logic model .
 ■  Specifies outcome and process measures in 

the evaluation work plan .

Indicators of Programmatic Success
•  Identify culturally appropriate and specific 

markers with tangible and measurable outcomes .
•  Based on lessons learned and best practices from 

programs and activities with a history of success .
•  Inventory of the number of agencies and 

organizations that address health disparities 
in their FOAs . The Ohio Health Department 

should be reviewed as a model in this effort .
•  Allocation of state-based funding to address SDH 

at the local level .
•  Population and process outcome measures that 

evaluate the success of the overall SDH process .
•  Linkage of the overall SDH effort to the broader 

goals of funding entities .

Prevention Research and 
Evaluation
Priority 1: Extend the units of analysis 
beyond the individuals. 
•  Include families, communities, interventions, 

systems, populations, partnerships and 
organizations in prevention research .

Priority 2: Integrate the four infectious 
diseases for research funding opportunity 
announcements (FOAs). 
•  Achieve a significant impact in the treatment, 

care and service delivery of individuals and 
populations . 
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Priority 3: Develop new and innovative 
strategies to engage and involve 
communities. 
•  Include communities as true partners in 

prevention research and evaluation, e .g ., include 
communities at the outset of any process . 

Year 1 Activities
•  Identify variables and data sources needed to 

broaden units of analyses beyond the individual 
level .

•  Determine existing research frameworks and 
mechanisms that could be applied to prevention 
research and evaluation for the SDH effort .

•  Define clearly the metrics needed to evaluate 
social determinants, measure co-morbidities and 
document outcomes of infectious diseases .

•  Develop partnerships with other CDC national 
centers, federal departments and agencies, state 
and local organizations, and other groups with a 
strong interest in and commitment to SDH .

•  Apply lessons learned from  NCHHSTP’s 
Program Collaboration and Service Integration 
(PCSI) effort in conducting prevention research 
on SDH .

Year 3 Activities
•  Implement measurements of social determinants 

and co-morbidities across agencies and disciplines 
at federal, state and local levels .

Year 5 Activities
•  Collect data from multiple sources to document 

the impact of SDH prevention research on 
reductions in identified co-morbidities and health 
disparities across subpopulations . 

•  Determine gaps or areas of improvement in 
prevention research . 

•  Articulate specific outcomes .

Challenges and Solutions to the Activities
•  Potential duplication of prevention research 

efforts . Appropriate partnerships should be 
developed to resolve this problem .

•  Difficulty in establishing some research 
collaborations and relationships due to limited 

availability of data and the inability to compare 
data across agencies and organizations .

•  Insufficient resources for SDH prevention 
research and evaluation . Funding issues might be 
resolved by pooling resources from other agencies, 
establishing research priorities, improving 
external communications, and promoting research 
partnerships through awards .

•  Difficulty in gathering and sharing data for 
various populations and subgroups because 
of categorical funding of HIV/AIDS, viral 
hepatitis, STDs and TB; incompatible cultures 
of institutions; competing missions of individual 
agencies; and different technical systems .

•  Differing metrics across infectious diseases . 
New metrics could be developed to evaluate and 
monitor co-morbidities . This issue might be 
resolved by monitoring interventions and the 
overall process at six-month intervals . 

Evaluation of Programmatic Success
•  Use the marker of “a 30% reduction in health 

disparities in identified co-morbidities” 
(populations to be identified later) as an indicator 
of success in the year 5 implementation plan .

•  Develop a uniform evaluation data collection 
process, a standardized data system, and a 
common set of data elements across agencies and 
organizations .

Open Discussion
An open discussion provided participants with an 
opportunity to share perspectives from the Consulta-
tion . Comments and suggestions made by the partici-
pants are summarized here .
•  CDC should provide a clear scientific response 

on the important role of syringe exchange in 
reducing the spread of hepatitis C virus . CDC 
developed and released an outstanding paper on 
this issue in 1996; the document should now be 
revisited and updated for the SDH effort .

•  The SDH effort should focus on the underlying 
cause for the high rate of incarceration in the 
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United States . CDC should define this problem 
as a public health issue .

•  The causes of SDH and health disparities 
should be identified and examined in efforts to 
communicate the importance of this issue to 
policymakers and the lay public in simple terms .

•  Key bodies of evidence that currently exist should 
be compiled and reviewed to make structural 
changes in SDH . Studies using appropriate 
methods should be conducted at this time to 
identify gaps, determine areas of improvement in 
existing data, and collect new and robust data at 
the societal level that would affect policies in the 
United States . 

•  CDC should write and publish an 
opinion-editorial article on SDH especially for 
Congress to inform funding needs for addressing 
SDH . The article should emphasize the critical 
need to confront all parts of the disease cycle, 
particularly for STDs . 

•  The SDH effort should not be designed to 
promote “competition” among infectious diseases 
and disproportionately impacted populations .

Next Steps
 NCHHSTP’s core strategic priorities of program col-
laboration and service integration, global health and 
workforce development will be integral parts in the 
SDH effort to focus on health equity, promote health 
protection and tackle issues . The meeting was an op-
portunity to receive input on a variety of issues related 
to SDH . Some key outcomes of the Consultation in-
clude: 

1 .  mobilizing  NCHHSTP leadership around SDH; 
2 .  clarifying a framework and approach for health 

disparities and SDH; 
3 .  “walking the walk rather than talking the talk” by 

developing policies and changing public health 
practice; and 

4 .  sustaining partnerships to create joint plans 
and ensure accountability in moving upstream 
(before disease occurs) with SDH interventions, 
programs, research and policies .

Recommendations for future policy steps include:
•  Reduce stigma and discrimination;
•  Emphasize evidence-based public health practices 

and move away from ideologically based policies 
and practices;

•  Promote, support and encourage collaboration, 
integration, coordination and accountability 
across federal agencies; and

•  Address the root causes of poverty .

 NCHHSTP Next Steps
The Director of  NCHHSTP identified CDC’s next 
steps . They include:
•  Develop a detailed report of the proceedings 

to be distributed to all of the participants in a 
timely manner to ensure that key outcomes of the 
deliberations are applied to local practice;

•  Develop strategy and implement results of 
consultation through revising the “Green 
Paper” to a “White Paper” which will include a 
concentric circle of partner engagement and input 
starting with  NCHHSTP leadership and staff to 
obtain input on suggestions, priority actions, and 
next steps for implementation; and incorporate 
key suggestions into the  NCHHSTP strategic 
plan;

•  Develop an overarching communications plan 
to guide, mobilize and inspire action through 
strengthened Website presences and Links 
to social determinants of health information 
included on  NCHHSTP Health Disparities Web 
page;

•  Contribute to the scientific literature through 
publication of a special journal issue on social 
determinants of health in Public Health Reports in 
early 2010;

•  Promote partner engagement through a Dear 
Colleague letter to  NCHHSTP partners; 
inclusion of a discussion of the outcomes of this 
consultation and addressing social determinants 
on the  NCHHSTP Director’s Blog; and 
inclusion of SDH into other routine and ad hoc 
communication outputs from the Center;
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•  Enhance outreach to the CDC community 
at-large through embracing  NCHHSTP’s 
leadership role in addressing SDH throughout 
the CDC community; providing leadership 
updates and feedback to Center Leadership 
Council and Executive Leadership Board; 
working with the CDC Social Determinants of 
Health Workgroup; and collaborating with other 
National Centers who are interested and engaged 
in this issue;

•  Reinforce commitment to include SDH in 
 NCHHSTP-sponsored conferences and identify 
opportunities for inclusion and raising the profile 
of SDH in HHS- CDC-sponsored conferences; 
and

•  Continue and expand expert engagement 
in the  NCHHSTP SDH activities through 
structured qualitative interviews with external 
partners including external subject matter 
experts not present at this consultation and with 
philanthropic organizations and foundations . 

Local level next steps identified by the 
participants included:
•  The National Hispanic Association (NHA) will 

urge  NCHHSTP to involve other partners that 
could play an important role in the SDH effort . 
It will be critical to engage the American Medical 
Association, American Academy of Pediatrics, 
American Academy of Family Physicians, 
emergency room physicians and other groups to 
change HIV/AIDS, viral hepatitis, STDs and TB 
care, treatment and service delivery in healthcare 
settings . The Centers for Medicare and Medicaid 
Services (CMS), the Department of Veterans 
Affairs (VA), the Department of Defense, 
health insurance plans, health maintenance 
organizations, and other federal and private 
payers are needed to make HIV testing part of 
routine care . The media will be needed to widely 
publicize  NCHHSTP’s plans;

•  NHA will encourage  NCHHSTP to partner 
with CMS to determine data elements that can be 
extracted from Medicaid and Medicare databases 

for the SDH effort . For example,  NCHHSTP 
could use the CMS databases to identify the 
amount of federal funds that are spent on 
infectious diseases and determine differences in 
these expenditures;

•  Adult Viral Hepatitis Prevention Coordinators 
at the state level will continue their existing 
efforts to integrate SDH into HIV, STD and TB 
programs; justice systems; education agencies; 
and local health departments . These activities are 
initiated to build state and local program capacity 
across infectious diseases to better address 
health disparities in marginalized populations . 
 NCHHSTP should enhance collaboration with 
Viral Hepatitis Prevention Coordinators because 
these experts conducted program collaboration 
and service integration activities long before 
CDC developed its PCSI effort . Moreover, state 
coordinators have well-established networks, 
strong knowledge and solid information to 
address SDH; and 

•  The Boys and Girls Clubs of America will ensure 
that conversations on SDH are widespread in 
communities throughout the country to promote 
empowerment and facilitate the development of a 
powerful educational framework at the  
local level .



C O N S U LTAT I O N  S U M M A RY

Addressing Social  Determinants of Heal th—External Consul tat ion Meet ing Repor t

18

Conclusions
The Consultation was successful at identifying key 
priorities in four content areas, public health policy, 
data systems, agency partnerships and building pre-
vention capacity and prevention research and evalu-
ation . These priorities and suggestions from the dis-
cussions at the Consultation are an integral part in 
 NCHHSTP’s development of an SDH strategy, with 
clear goals and objectives . Participant input is the ba-
sis from which  NCHHSTP will create a road map to 
assess accountability and evaluate progress in achiev-
ing the SDH goals and objectives over time . 

The Consultation demonstrated partners’ commit-
ment to address social determinants of health and their 
enthusiasm to broaden the conversation about SDH 
to include traditional and non-traditional, federal, 
and private sector partners who are concerned about 
reducing health disparities . An early step should be 
defining specific SDH data elements to collect, and/
or utilize through linking databases, to establish an 
evidence base for SDH in HIV/AIDS, viral hepatitis, 
STDs and TB prevention .

Based on comments and questions from the partici-
pants, at the end of the consultation, Dr . Kevin Fen-
ton, Director,  NCHHSTP, clarified that:
•   NCHHSTP will use the models reviewed as an 

organizational framework to discuss and clearly 
articulate issues related to SDH . However, 
 NCHHSTP will not conduct primary research to 
test the WHO model;

•   NCHHSTP is aware of the strong interest of 
the participants to focus primarily on poverty 
in the SDH effort . However,  NCHHSTP also 
must emphasize other intermediary mediators of 
disparities in HIV/AIDS, viral hepatitis, STDs 
and TB to understand the spectrum of social 
disparities that affect these infectious diseases; 
and

•   NCHHSTP is aware of the participants’ concerns 
regarding the ability of the SDH effort to make a 
difference in CDC’s existing prevention programs 

and activities .  NCHHSTP has made note that 
participants to the Public Health Policy Group 
advised the Center to take a leadership role 
in moving the SDH effort throughout CDC 
initially and across the entire federal government 
eventually . Moreover, the Agency Partnerships 
and Capacity Building Group advised 
 NCHHSTP to take leadership in developing new 
partnerships and guiding the SDH effort at the 
national level . These comments and suggestions 
are critical to the process as this effort begins 
to take shape and find greater traction within 
 NCHHSTP and its partners both domestic  
and global .
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APPENDICES

Appendix 1: Consultation Meeting Agenda
Tuesday, December 9, 2008

7:45am–8:25am Consultation Registration  Concourse Level Lobby

8:30am–8:45am Welcome  Gershwin
 Dr. Stephanie Bailey 
 Director, Office of Public Health Practice

8:45am–9:00am Introduction to  NCHHSTP programs and priorities: Why focus on Gershwin
 social determinants? 
 Dr. Kevin Fenton 
  Director, National Center for HIV/AIDS, Viral Hepatitis, STD, and  

TB Prevention ( NCHHSTP), Centers for Disease Control (CDC) 

9:00am–9:25am Social Determinants of Health: An overview with consideration of  Gershwin
 selected models for  NCHHSTP 
 Dr. Hazel Dean 
 Deputy Director,  NCHHSTP

9:25am–10:35am Case studies of relevant  NCHHSTP programs and activities  Gershwin
 Moderator: Dr. Lauretta Pinckney 
 Senior Public Health Analyst, Office of Health Disparities,  NCHHSTP 

  Division Presenters 
  Division of HIV/AIDS Prevention (DHAP) 
   Dr. Richard Wolitski 

  Division of Sexually Transmitted Disease Prevention (DSTDP) 
  Ms. Jo Valentine 

  Division of Viral Hepatitis (DVH) 
  Dr. Deborah Holtzman 

  Division of Tuberculosis Elimination (DTBE) 
  Ms. Suzanne Marks 

  Global AIDS Program (GAP) 
  Ms. Susan Settergren 

10:35am–10:45am  Break—10 minutes

10:45am–12:00pm Plenary discussion: Social Determinants of Health—Is there  Gershwin
 a “best fit model” for  NCHHSTP?
 Dr. Raul Romaguera 
 National Chlamydia Screening Coordinator, DSTDP

12:00pm–1:00pm  Lunch
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1:00pm–1:30pm Instructions and Charge to the Panel Discussants  Gershwin
 Dr. Kevin Fenton 
 Director,  NCHHSTP

1:30am–3:00pm First Break Out Session: Introduction to 4 Content Areas 

  Public Health Policy Group (Blue)  Concourse South
  Ms. Susan Robinson 
  Dr. Ann Forsythe

  Data Systems (Red)  Kern
  Dr. Irene Hall 
  Dr. Jane Kelly 

  Agency Partnerships/Capacity Building (Green)  Rogers
  Dr. Rhondette Jones 
  Ms. Andrea Kelly

  Prevention Programs/Research/Evaluation (Yellow)  Porter
  Dr. Agatha Eke 

3:00–3:15pm  Break—15 minutes

3:15–4:15pm Reports from Discussion Groups and Consensus Building  Gershwin
 Dr. Tanya Sharpe 
 Deputy Director, Office of Health Disparities,  NCHHSTP

4:15–4:45pm  Questions and Answers  Gershwin
 Dr. Hazel Dean 
 Deputy Director,  NCHHSTP

4:45–5:00pm  Wrap Up, Announcements and Adjourn  Gershwin
 Dr. Hazel Dean 
 Deputy Director,  NCHHSTP

Wednesday, December 10, 2008
7:45am–8:30am  Consultation Registration  Concourse Level Lobby

8:30am–8:45am  Welcome: Recap and Charge for Day  Gershwin
 Dr. Kevin Fenton 
 Director,  NCHHSTP 

8:45am–9:30am  Health Systems Transformation and Social Determinants of Health  Gershwin
 Dr. William Foege 
  Commissioner, Commission on Social Determinants of Health,  

World Health Organization

9:30am–10:30am  Second Breakout Session: Priority Setting in the 4 content areas:

  Public Health Policy Group (Blue)  Concourse South
  Ms. Susan Robinson  
  Dr. Ann Forsythe

  Data Systems (Red)  Kern
  Dr. Irene Hall 
  Dr. Jane Kelly 
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  Agency Partnerships/Capacity Building (Green)  Rogers
  Dr. Rhondette Jones 
  Ms. Andrea Kelly

  Prevention Programs/Research/Evaluation (Yellow)  Porter
  Dr. Agatha Eke

10:30am–10:45am  Break—15 minutes

10:45am–12:00pm  Third Breakout Session: Implementation and Required Resources: 

  Public Health Policy Group (Blue)  Concourse South
  Ms. Susan Robinson 
  Dr. Ann Forsythe

  Data Systems (Red)  Kern
  Dr. Irene Hall 
  Dr. Jane Kelly

  Agency Partnerships/Capacity Building (Green) Rogers
  Dr. Rhondette Jones 
  Ms. Andrea Kelly

  Prevention Programs/Research/Evaluation (Yellow) Porter
  Dr. Agatha Eke 

12:00pm–1:30pm  Lunch

1:30pm–2:30pm  Reports from Discussion Groups and Consensus Building  Gershwin
 Dr. Tanya Telfair Sharpe, 
  NCHHSTP Deputy Director, Office of Health Disparities,  NCHHSTP

2:30pm–3:15pm  Remarks/Reactions from Divisions  Gershwin
  Division of Tuberculosis Elimination
  Division of STD Prevention
  Division of Viral Hepatitis
  Division of HIV/AIDS Prevention
  Global AIDS Program

3:15pm–3:30pm  Break—15 minutes

3:30pmv4:00pm  Discussion of Priorities and Next Steps  Gershwin
 Dr. Kevin Fenton 
 Director,  NCHHSTP

4:00pm–4:15pm  Questions and Answers Gershwin
 Dr. Kevin Fenton 
 Director,  NCHHSTP

4:15pm–4:30pm  Wrap Up and Evaluation of Meeting  Gershwin
 Dr. Hazel Dean 
 Deputy Director,  NCHHSTP
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Appendix 2: Participants

External Consultants

Ada Adimora
University of North Carolina

Johnnie (Chip) Allen
Ohio Department of Health

Chester Antone
Tohono O’odham Nation

Deborah Arrindell 
American Social Health Association

Holly Avey
Georgia Health Policy Center

George Ayala
AIDS Project Los Angeles

Phoebe Bailey
Fulton County Board of Health, Georgia Girls and 
Boys Clubs of America

Stephen Bailous 
National Association of People with AIDS

Cornelius Baker
National Black Gay Mens Advocacy Coalition

Carol Brosgart
National Hispanic Medical Association

Virgina Caine
American Public Health Association

Julie Davids
Community HIV/AIDS Mobilization Project

Ralph DiClemente
Rollins School of Public Health, Emory University

Jeff Duchin
Public Health Seattle and King County, Washington

Cheryl Dukes
National Medical Association 

William Foege
Bill and Melinda Gates Foundation 

Earl Fowlkes
International Federation of Black Prides

Rebecca Fox
National Coalition for Lesbian, Gay, Bisexual, 
Transgender Health

Robert Fullilove
Mailman School of Public Health  
Columbia University

Bambi Gaddist
South Carolina HIV/AIDS Council

Alicia Gonzales 
National Center for Farmworker Health

Douglas Greenwell
Atlanta Regional Health Forum, Georgia

Derek Griffith
University of Michigan School of Public Health

Ravinia Hayes-Cozier
National Minority AIDS Council

Edward Hook
Department of Medicine, University of Alabama  
at Birmingham
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Gary Jenkins
National Alliance of State and Territorial AIDS 
Directors

Shannon Jones
Travis County Health and Human Services Depart-
ment, Texas

Peter Leone
North Carolina Division of Public Health

Ana Lopez-de Fede
Division of Health and Family Studies,  
University of South Carolina

John Lozier
National Health Care for the Homeless Council

Ronald Moomaw
National Commission on Correction Health Care

Claude Ouimet
Jefferson County Department of Health

Karabelle Pizzigati
National Association of State Boards of Education

Carol Pozsik
National TB Controllers Association

Christiano Ramazzotti
Arab Community Center for Economic and  
Social Services

Michael Ruppal
The AIDS Institute

Edwin Sanders 
Metropolitan Interdenominational Church

Ann Shindo
Department of Human Services, Oregon

Lauren Shirey
National Association of County & City  
Health Officials

Aaron Shirley
University of Mississippi Medical Center

Ivan Walks 
National Association of State Boards of Education

Charles Wallace
Department of State Health Services, Texas 

Phill Wilson
Black AIDS Institute

Edward Zuroweste
Migrant Clinicians Network

Federal Partner Consultants

Christopher Bates
Department of Health and Human Services, Office 
of the Secretary, Office of HIV/AIDS Policy

Lula Beatty 
Department of Health and Human Services, 
National Institutes of Health, National Institute on 
Drug Abuse

Westley Clark
Department of Health and Human Services,  
Substance Abuse & Mental Health Services  
Administration

Diann Dawson 
Department of Health and Human Services, 
Administration for Children and Families
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Wanda Jones
Department of Health and Human Services,  
Office of the Secretary, Office on Women’s Health

Jacques Normand 
Department of Health and Human Services, 
National Institutes of Health, National Institute on 
Drug Abuse

Tanya Pagan-Raggio
Department of Health and Human Services,  
Health Resources and Services Administration

Philip Smith
Department of Health and Human Services,  
Indian Health Service

Gustavo Aquino
Centers for Disease Control and Prevention, 
 NCHHSTP

Sevgi Aral 
Centers for Disease Control and Prevention, 
 NCHHSTP

Stephanie Bailey
Centers for Disease Control and Prevention,  
Office of Public Health Practice

Drue Barrett
Centers for Disease Control and Prevention,  
Public Health Ethics

Stuart Berman
Centers for Disease Control and Prevention, 
 NCHHSTP

Gail Burns-Grant
Centers for Disease Control and Prevention, 
 NCHHSTP Health Disparities Workgroup

Deron Burton
Centers for Disease Control and Prevention,  
National Center for Health Marketing

Linda Carnes
Centers for Disease Control and Prevention,  
National Center for Public Health informatics

Terry Chorba
Centers for Disease Control and Prevention, 
 NCHHSTP

Ann Cronin
Centers for Disease Control and Prevention, 
 NCHHSTP

Hazel Dean
Centers for Disease Control and Prevention, 
 NCHHSTP

John Douglas
Centers for Disease Control and Prevention, 
 NCHHSTP

Camillia Easley
Centers for Disease Control and Prevention, 
 NCHHSTP

Kevin Fenton
Centers for Disease Control and Prevention, 
 NCHHSTP

Veena Goud 
Centers for Disease Control and Prevention, 
 NCHHSTP

Yvonne Green
Centers for Disease Control and Prevention,  
Office of Women’s Health

Centers for Disease Control and Prevention Consultants
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Samuel Groseclose
Centers for Disease Control and Prevention, 
 NCHHSTP

Alvin Hall
Centers for Disease Control and Prevention,  
Office of the Chief Operating Officer

Irene Hall
Centers for Disease Control and Prevention, 
 NCHHSTP

Norma Harris
Centers for Disease Control and Prevention, 
 NCHHSTP

James Heffelfinger
Centers for Disease Control and Prevention, 
 NCHHSTP

Scott Holmberg
Centers for Disease Control and Prevention, 
 NCHHSTP

Deborah Holtzman
Centers for Disease Control and Prevention, 
 NCHHSTP

Camara Jones
Centers for Disease Control and Prevention,  
Racism and Health Workgroup

Charlotte Kent
Centers for Disease Control and Prevention, 
 NCHHSTP

Hope King
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