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Opening Remarks and Roll-Call: 
Leandris Liburd, DFO for the Subcommittee, called the roll. A quorum was present. 
Chair Lynne Richardson thanked attendees, and subcommittee members introduced 
themselves.  
 
CDC Remarks: 
Patricia Simone, acting Principal Deputy Director of the CDC, updated the committee on 
some of the CDC's internal activities.  Earlier in 2017, the CDC hosted its annual honor 
awards ceremony where the Health Equity Award was given to a group of individuals 
who had worked on the water quality problems in Flint, Michigan.  
 
The CDC is working on health disparity initiatives focusing on rural health. Rural 
populations tend to be older and less healthy than urban populations: rates of smoking, 
obesity, prescription drug overdose, death by unintentional injury, and suicide are all 
higher in rural locales. As a part of this effort, the CDC has launched a series of 
morbidity and mortality weekly reports (MMWR) which are available on the CDC’s 
website. While the CDC has already implemented reports and interventions in this 
arena, there is much more work to do.  
  
Secretary of Health and Human Services Thomas Price made his first visit to the CDC 
in his new capacity, meeting with senior leadership and touring the facilities. He 
expressed support for the CDC and its work. He had no updates on the appointment of 
a new director. Secretary Price has begun to name appointments to fill the various other 
vacancies in the agency, however. He has stated that his priorities for the agency will be 
mental health and substance abuse, childhood obesity, and prescription drug overdose, 
among others.  
 
The CDC is currently operating on a continuing resolution until April 28, 2017. While no 
one knows what will happen with the budget, there’s speculation that the current FY ’17 
budget marked up by Congress could be used for the rest of the year.  President Trump 
released his “skinny” budget earlier this year which featured a $15 billion cut to HHS, 
but was short on details as to specific cuts. The CDC awaits further Congressional 
debate on the budget this summer. Dr. Simone expressed to members the importance 
of their participation and solicited their feedback.  
 
Will Ross asked Dr. Simone to share her experience with the $700 million budget cut 
CDC faced several years ago, prefiguring the proposed cuts to HHS. He specifically 
asked what the CDC prioritized in order to survive and what it could do to be prepared 
for potential cuts in the future. Dr. Simone responded that she didn’t have specifics from 
that time. Additionally, because cuts happen in specific budget lines, they offer little to 
no flexibility on the part of the agency. Therefore, without having a granular budget, it’s 
hard to say how the agency will adapt to cuts. While the CDC tries to limit cuts to 
funding for state and local organizations, it has more flexibility there than in its salary 
and benefit obligations. 
 



Marguerite Ro asked whether CDC would weigh-in on the OMB public comment 
session about data disaggregation. As data analysis moves to “place and race” 
categories, an inability to geocode data would hinder efforts to stratify data. Dr. Liburd 
replied that the CDC supports current data disaggregation efforts and that she doesn’t 
anticipate that changing. She said, however, that she can confirm that and get back to 
Dr. Ro.  
 
Maureen Lichtveld asked what the priorities are for CDC going forward, given the 
budget cuts. Dr. Simone explained that the CDC has identified so-called winnable 
battles as well as other issues like tobacco prevention and prescription drug overdose. 
It’s unknown as of yet how the potential budget cuts, the appointment of a new director, 
and Secretary Price’s actions will affect the CDC’s agenda. 
 
Cherie Wilson commented on OMB’s decision to remove questions about sexual 
identity and gender in the upcoming census data. Hector Vargas followed up saying 
that, when looking at rural health disparities, it’s important to remember that issues like 
LGBTQ disparities, which are more commonly associated with urban areas, still exist in 
rural counties.  
 
Dr. Ro finished the comment session by praising the work of the Office of Minority 
Health and Health Equity (OMHHE). Dr. Simone assured the group that leadership at 
the CDC supports minority health initiatives, and she encouraged members to continue 
to make their voices heard.  
 
OMHHE Updates: 
Dr. Liburd gave the report. She began with an overview of OMHHE’s priorities: 1) 
focusing on solutions for disparities, 2) improving women’s health, and 3) ensuring a 
diverse and inclusive public health. Additionally, OMHHE advances policies that support 
the elimination of health disparities across CDC programs and promotes advancing the 
science and practice of health equity.  Dr. Liburd also praised the subcommittee’s 
contributions to OMHHE’s successes.  
 
Dr. Liburd shared some updates on the recommendation for the development of a 
health equity framework for action. OMHHE is bringing together the authors of the first 
four grounding papers published in the Journal of Public Health Management and 
Practice in 2016. The office is also incorporating feedback from last year’s National 
Leadership Academy and from the Office for State, Tribal, Local and Territorial Support 
(OSTLTS).  The feedback will contribute to one manuscript describing the framework, 
hoped to be published in October 2017.  
 
As a part of the Martin Luther King Jr. weekend festivities, Desiree Robinson brought a 
screening of the documentary “Soul Food Junkies,” which discusses the history and 
context of African Americans’ food culture in the American South. Afterwards, there was 
a panel of individuals representing various national and local initiatives aiming to 
change dietary patterns among African Americans. Dr. Liburd explained that this event 



would provide a model for the office’s first internal work/life wellness program to 
facilitate greater health and wellness among CDC staff.  
 
Since the last subcommittee meeting, OMHHE has shared the findings from its second 
diversity culture audit with CIO senior leaders. The diversity culture audit involved 
different data collection methods to assess and ideally enhance the CDC’s workplace 
culture, i.e., focus groups, surveys, and interviews with over two thousand staff 
members and dozens of executives. One strategy that responds to findings from the 
diversity culture audit is to encourage CIOs to work more closely with the Office of 
Equal Employment Opportunity (OEEO) and the Human Resources Office to establish 
an agency-wide action plan. The CDC also plans to share data among its subsidiary 
offices, institutes, and centers from external surveys conducted by the OPM, i.e., the 
Employee Viewpoint Survey (EVS) which is a government-wide survey. Also internally, 
the Office of Women’s Health is building capacity aimed at surveying and reporting 
multivariate analyses of conditions that impact women’s health. They are also 
convening a leadership steering committee engaging staff from across CDC to identify 
synergies and solutions.  
 
The OMHHE is currently working hard on planning its 2017 Public Health Ethics Forum 
in collaboration with Tuskegee University. While the 2016 Forum focused on Hispanic 
health data collection, the 2017 Forum will focus on women’s health across the life 
cycle. The forum will be held on May 19th. Dr. Vivian Pinn, the inaugural director of the 
NIH Office of Women’s Health Research, will be the keynote speaker. The event will 
focus on an array of health, and cultural and socioeconomic factors that impact 
women’s health.  Dr. Liburd also shared some of the office’s activities publishing articles 
in the Journal of Women’s Health.  
 
On May 2, 2017, OMHHE will release the first African American Vital Signs Report. 
Marguerite Ro will discuss her experience in Seattle/King County as a part of a town 
hall discussion put on in collaboration with OSTLTS officials.  
 
OMHHE is collaborating with the CMS Office of Minority Health to co-author an MMWR 
on racial and ethnic health disparities in rural communities. The MMWRs will culminate 
in a single compendium at the end of the year.  
 
Dr. Liburd went over a number of current projects currently in development. They 
included the workforce diversity indicators, the collaboration with the National 
Collaborative for Health Equity on the health equity indicators, a lessons learned recap 
of the MMWR supplements, and continuing work with the Office of the Associate 
Director for Policy to add research to the CDC social determinants of health webpage. 
OMHHE has begun a new partnership with the March of Dimes on their prematurity 
campaign. Dr. Liburd praised the March of Dimes for approaching this issue from the 
standpoint of health equity.  OMHHE is also preparing for its sixth annual 
CUPS/Ferguson student orientation. The FOA for the next step of the CUPS/Ferguson 
program was recently published and is open to all eligible entities.  
 



Sonya Hutchins has announced her retirement in June after 31 years at CDC.  
 
Tracie Strength, project manager for the advisory committee to the director, spoke 
about members’ term dates expiring. She informed the subcommittee that for those 
members whose term dates expire in June 2017, the CDC is only able to offer a 180 
day extension if the hiring directives remain as they are now. This would mean that the 
subcommittee would be missing up to seven members. After that 180 day period, they 
can only move forward with renewing or hiring new members once they receive 
guidance from HHS and HR. Willi Horner-Johnson asked about the previous request for 
nominations. Ms. Strength replied that she is getting everything prepped so that 
nominations can be quickly processed as soon as guidance is passed down. Mr. Vargas 
asked about the onboarding period for new members. Ms. Strength outlined the 
process, saying it can take two to three months, though it can happen more quickly 
under certain circumstances. Dr. Lichtveld asked about the feasibility of issuing IDs in 
the future. Ms. Strength replied that, because the subcommittee meets so infrequently, 
it would not add any convenience.  
 
Dr. Horner-Johnson asked if disability would be included in the workforce diversity 
indicators. Jeff Hall answered that, yes, diversity would be included. He acknowledged 
the current lack of data on people with disabilities in almost every sphere.  Dr. Horner-
Johnson praised the March of Dimes effort and asked that OMHHE be sure to consider 
connections between prematurity and women with disabilities. Mr. Fukuzawa asked if 
there were any particular risk factors that were going to be focused on in the March of 
Dimes program. Dr. Liburd explained that they’re still in the proposal stage, but under 
consideration are a scientific consensus statement, committee guidelines, as well as a 
glossary of terms. She reminded the group that the goal of the program is population-
wide solutions. Donald Warne commented that he recently joined the March of Dimes 
board and is a part of the health equity work group. He offered his assistance 
coordinating between the subcommittee and the Board.  
 
Mary Garza asked about alignment between workforce development at the CDC and 
requirements of the Affordable Care Act.  Dr. Liburd said that once a new director is 
appointed, there will be an opportunity for the Office of Minority Health to dive deeper 
into that topic.   
 
Wilma Wooten asked whether the March of Dimes efforts around prematurity would 
align with the CDC’s around Zika-related birth defects. She also asked if it would include 
any effort to establish universal guidelines.  Dr. Liburd said that she didn’t have specific 
responses now, but that she and Dr. Warne could carry these comments forward to the 
steering committee. Dr. Ro informed the committee about the work that the Big Cities 
Coalition is doing around developing measures for social determinants of health, 
especially as it relates to federal policy. She also advocated for the establishment of an 
Office of Gender or an expansion of the Office of Women’s Health to include a more 
diverse array of issues affecting gender identity.  
 



Dr. Lichtveld asked if Dr. Liburd could comment about the FOA template in more detail. 
Dr. Liburd explained that she’s working with Liza Corso and her office to ensure that 
health equity requirements are embedded into every possible aspect of the FOA 
template. In regards to the review process for FOAs, Dr. Ro suggested including an 
unconscious bias training for proposal reviewers. In response, Ms. Wilson offered to 
share her experience with unconscious bias training with OMHHE.  
 
Dr. Lichtveld also wanted to know whether a Native American women’s health speaker 
had been considered, because tribal women’s health is an under-recognized issue. Dr. 
Liburd responded that Nilka Rios Burrows, who specializes in end-stage renal disease, 
had been selected, but that they didn’t have anyone specifically focused on women’s 
health in tribal communities. 
 
Dr. Ross asked about the internal diversity and inclusion studies CDC had conducted. 
Dr. Liburd explained that because of a relatively low response rate of 27%, there were 
concerns about the representativeness of the survey.  Going forward, CDC will rely 
more heavily on EVS data and OMHHE will focus on the New Diversity IQ Index.  
 
Health Equity & Accreditation: 
Liza Corso gave the report. She began by giving an overview of public health 
accreditation. The Public Health Accreditation Board (PHAB) is the national 
accreditation body which was established as a 501(c)(3) in 2007. Over the next four 
years, field development and testing produced a program that was formally launched in 
September 2011. The program’s stated goal is to improve public health by advancing 
the quality and performance of the nation’s health departments at all levels. The CDC 
and the Robert Wood Johnson Foundation fund the PHAB.  
 
Ms. Corso outlined the key elements of PHAB accreditation. These elements break 
down into standards and measures, the accreditation assessment process, and ongoing 
technical assistance and support.  The standards and measures don’t address specific 
public health issues like chronic disease or diabetes, but rather focus on cross-cutting 
capacities important to all programs, such as surveillance, health education, and 
planning. She emphasized that PHAB is looking for a diverse array of materials from 
applicants that draw examples from all of their programs. Documentation examples that 
draw from one in-depth program will not be sufficient. Health officials or executives from 
state and local public health organizations constitute the peer review team that serves 
as the external validation for PHAB applicants.   
 
The accreditation term is five years, though accredited organizations provide annual 
reports to PHAB. These reports include updates from these departments of public 
health on how performance improvement issues are being addressed, as well as 
updates on current quality improvement activities.  Ms. Corso noted that PHAB includes 
health equity as one of the key topics accredited bodies are prompted to report on. As 
for technical assistance, PHAB communicates what they are looking for in terms of 
documentation but PHAB does not require specific instruments or approaches .  Put 
another way, PHAB standards and measures focus on the “what” not the “how”.   



 
Ms. Corso shared a map sketching PHAB’s accreditation activity nationwide. Currently 
22 states are accredited, covering 178 million unique individuals. In process are 16 
more states and another 80 million individuals, bumping PHAB’s coverage to 38 states 
and almost 260 million individuals. A majority of these organizations are local health 
departments. The Cherokee Nation is the sole accredited tribal health department 
currently. Ms. Corso directed subcommittee members to the interactive version of this 
map on PHAB’s website.  She noted that PHAB and CDC are exploring the barriers 
experienced by small and rural health departments and she invited comments from 
members on this topic. 
 
Beyond funding PHAB, the CDC provides accreditation readiness in the field, 
incentivizes accreditation by PHAB, and connects health departments to other CDC-
supported initiatives.  Ms. Corso enumerated some of the individual projects that the 
CDC undertakes in the realm of accreditation readiness, including the Accreditation 
Support Initiative and the previously-funded National Public Health Improvement 
Initiative. As far as incentives are concerned, the CDC has allowed health departments 
to use FOA dollars for programs that further accreditation in certain cases, encouraging 
synergies between the FOAs and accreditation goals.   
 
Ms. Corso discussed some of the ongoing projects aimed at improving awareness 
among departments of public health of requirements for accreditation.  A major part of 
this effort is building awareness by establishing lines of communication to ensure that 
prerequisites are met and major plans and systems are included in the health 
department’s application. The standards and measures have evolved to stay relevant 
with public health practice and priorities after the PHAB Standards and Measures were 
first issued with the formal launch of the board in 2011. Ms. Corso explained that it 
quickly became necessary to update those measures to address a number of key areas 
that had been insufficiently targeted in version 1.0, including health equity. In 2014, 
version 1.5 of the Standards and Measures was released. The recently-released 
Reaccreditation Requirements also reflect the updates regarding health equity made in 
version 1.5.   
 
More specifically, these updates included weaving the term “health equity” into the 
standards and measures and requiring health departments to explore and address the 
social determinants of health in a more robust fashion. Ms. Corso identified some of the 
specific measures addressing health equity in version 1.5 as examples. In 
reaccreditation, PHAB is asking for health departments to provide a narrative that more 
fully describes the work addressed in the standards.  Data about health outcomes are 
also required; the idea is that this round of documentation will help build the evidence 
base linking accreditation and improved health outcomes.   
 
Dr. Ro raised some issues with the phrase “cultural competence,” explaining why she 
preferred “cultural humility.” Dr. Wooten suggested that the concept of “cultural humility” 
wasn’t part of the public health discourse when version 1.5 was written. Ms. Corso 
concurred, explaining that version 2.0 is in development and that exploring the best 



terminology could be one of the areas of focus for revision. Dr. Richardson countered 
that a certain amount of cultural competency was required if measures were to be 
effective for specific communities.  Dr. Ro explained that the notion of cultural humility 
existed on a continuum that included the need for cultural competence. Dr. Lichtveld 
explained some of the history behind the development of the notion of cultural 
competency, pointing out that its final iteration was intended to include attention to 
attitudes toward culture. Cultural competency is also a standard that allows for 
assessment. Dr. Richardson emphasized that, whichever term was finally chosen, how 
it’s operationalized is the most important. There was general agreement, however, that 
practices first associated with cultural competence when it came out were flawed and 
needed revision. In response, Ms. Corso explained that health equity think tanks to 
discuss these and other issues were one of the upcoming efforts of PHAB. 
 
Ms. Corso returned to her presentation to discuss community health assessments and 
health improvement plans. Evaluation data showed that PHAB standards were also 
being used as guidelines by organizations not formally engaged in the accreditation 
process.  In 2015, PHAB conducted a thorough analysis of the CHAs/CHIPs for the first 
53 accredited sites which all used the version 1.0 measures and standards.  
 
Specifically, the analysis was looking at the types of organizations with which accredited 
sites were partnering to achieve these goals and the approach they were taking. They 
found that 98.1% partnered with healthcare organizations, 94.3% with educational 
institutions, and 58.5% with faith-based organizations. PHAB also found that throughout 
all indicators used to craft these assessments and plans, nearly 70% included indicators 
addressing social determinants of health /health equity. The evidence of usage of the 
health equity measures suggested that they were being utilized by an overwhelming 
majority of health departments.  As for the annual reports, 78% of the 94 reports 
analyzed indicated some degree of work on health equity.  Some of this work included 
in-depth analyses at the ZIP Code level, working on the social determinants of health, 
and forming partnerships with the criminal justice system in high crime areas.  
 
As a final note, Ms. Corso shared some of her experiences on attitudes toward health 
equity in the field. It’s been a key topic of interest at performance improvement 
meetings, serving as the key theme for last year’s Public Health Improvement Training 
conference. Health departments are sharing training and education materials on 
performance improvement listservs regarding health equity.   
 
Dr. Ro asked how we might avoid systemic inequities being introduced through public 
health financing. Ms. Corso replied that this was a popular topic currently, because of 
differing abilities demonstrated by differently funded health departments. A strong 
statewide environment supporting local participation goes a long way to make sure local 
health departments are supported. Ms. Corso cited Wisconsin and Kentucky as 
examples. The Public Health National Center for Innovation – the R&D arm of PHAB – 
is currently further exploring the costing and financing questions with specific states.  
 



Dr. Lichtveld asked what the state of workforce development is as it relates to 
accreditation. Ms. Corso conveyed that this has historically been a tough standard for 
health departments to meet and that it continues to be so.   Dr. Wooten said that the 2 
year renewal stipulation on reports for workforce development programs places an 
additional burden on health departments, because most of the other specific reports are 
required every 5 years.  
 
Dr. Ross asked what the impediments are for the states and territories not currently 
accredited by PHAB. Ms. Corso replied that of the remaining 11 states, most are 
preparing for their application. The process has been slower for the tribes and 
territories, even with NPHII-funding.  
 
Dr. Garza asked if this was a framework that federally qualified health centers have 
been able to benefit from either by solo adoption or through partnerships. Ms. Corso 
explained that the requirement that FHQCs produce a CHNA has provided an effective 
opportunity for collaboration.  
 
OSTLTS Update/SDOH Think Tank Collaboration: 
Jose Montero gave the report. He began by giving a brief overview of his experience 
and what it means to be a part of the CDC’s outward facing interactions with 
departments of public at all levels. Much of the support given to the departments of 
public health by OSTLTS occurs at the leadership level as a supplement to the scientific 
and programmatic work provided by the CIOs. Dr. Montero explained that in relation to 
these entities, CDC acts as a service organization helping them do the most they can to 
improve public health under the current structure of the law. A strong relationship 
between both parties is fundamental to the success of this mission.  Accordingly, in the 
next few weeks, OSTLTS will host health officers from around the country to acquaint 
them with the layout and structure of the CDC. Dr. Montero himself also visits the State, 
Tribal, Local and Territorial departments of health to build relationships with the health 
officers. Beyond this kind of technical assistance, the CDC can provide funding through 
the Preventive Health and Health Services (PHHS) Block Grant which is the sole 
flexible funding stream CDC awards to health departments.   
 
Fifty states, 2 Indian tribes, 8 territories, and the District of Columbia receive direct 
funding through the PHHS block grant. Because the funding is flexible, recipients use 
the dollars to craft programs specific to their population health needs such as public 
health infrastructure, chronic disease prevention, and oral health. Flexible does not 
mean unrestricted however; recipients must consult with advisory committees on 
funding decisions to gather community input.  
 
Dr. Montero discussed some of the programs funded through these grants, which 
provide partnership support, tribal support and communication tools among others. 
Specifically, in workforce development, OSTLTS conducts the Public Health Associate 
Program (PHAP), the National Leadership Academy, and the Public Health Law 
Academy.  Dr. Montero explained the PHAP program in further detail. PHAPs are 
located at the state and local level across the country and come from diverse 



backgrounds. In this way, they function on the frontlines of a diverse public health 
workforce. OSTLTS Public Health Law programs provided the legal foundation for 
rolling out Zika vaccinations under each state’s procedures. The Partnership Support 
Unit manages contracts with other centers within CDC and their external partners.  
 
As conveyed in its name, OSTLTS is the main forum for CDC’s relationship to American 
Indians. Dr. Montero himself is the CDC’s designated federal officer for tribal relations. 
OSTLTS manages contracts with the National Indian Health Board and the American 
Academy of Indian Physicians.  Twice a year, OSTLTS hosts a Tribal Advisory 
Committee meeting.  
 
OSTLTS relies on the OSTLTS Subcommittee, which is also a subcommittee of the 
Advisory Committee to the Director, for feedback on their programs and activities. The 
OSTLTS Subcommittee is chaired by Dr. Wilma Wooten, and there are three “Think 
Tanks” - Surveillance, Finance, and the Social Determinants of Health.   
 
Dr. Montero discussed some of his personal philosophy related to the Think Tanks. 
While they currently provide a specific function, he expressed caution about codifying 
groups that then outlive their service life. This perspective prompted a larger discussion 
about what resources OSTLTS needs in order to perform its duties in the best manner 
possible. Soliciting feedback is an important part of this process because it allows the 
office to plan for the future even if all the advice gathered isn’t actionable. He also spoke 
about the history of the Think Tanks. The Finance Think Tank was convened to provide 
a general picture of the allocation of funding at CDC. OSTLTS provides the Public 
Health Surveillance Think Tank as a service to the Center for Surveillance, 
Epidemiology, and Laboratory Services (CSELS).  This Think Tank serves as a 
convener for CSELS to exchange information with the nation’s health officers.  
The third Think Tank, the Social Determinants of Health (SDOH), addresses underlying 
conditions that affect population health across the nation and therefore is crosscutting.  
The Health Disparities Subcommittee participates as part of this Think Tank.  Dr. 
Montero helped develop the SDOH Think Tank drawing upon experiences from his 
previous role as the chair of the Social Determinants of Health group within the OSTLTS 
Advisory Committee.  Accordingly, the Think Tank works to ensure that the CDC’s 
initiatives incorporate social determinants using a consistent framework. The SDOH 
Think Tank develops recommendations which are submitted to the ACD and then sent 
to the CDC Director. The primary focus is to build STLT capacity to address the social 
determinants of health. Dr. Montero emphasized the unique task of crafting means and 
methods most appropriate for the diverse group of health departments that exist in a 
wide variety of sociopolitical contexts. 
 
For the remainder of FY2017 and going into FY2018, OSTLTS will continue to innovate 
improvements to leadership and workforce development. Reiterating his leadership 
philosophy, Dr. Montero explained that OSTLTS needs to look at what needs to be 
done in the next five years and create it, not maintain what was been done previously. 
He acknowledged the tremendous uncertainty surrounding healthcare in the nation with 
the ACA and the AHCA. Nevertheless, as the new director of CMS recently said, 



coordination and innovation will continue because that’s how value is added and 
outcomes are improved. Dr. Montero affirmed OSTLTS's commitment to this goal in its 
sphere, using whatever resources it has available. This effort will be shored up by more 
robust evidence gathering and by improved communication with under-resourced 
constituents whose voices are not often heard.  He stressed that OSTLTS is committed 
to going to stakeholders to find out from them exactly what they would find the most 
helpful.   
 
Dr. Ro asked about data governance within the scope of OSTLTS’s public health law 
activities. Criminal justice, housing, and other partners are not eager to hand data over 
and vice versa because of the privacy concerns. Dr. Ro encouraged the group to think 
more about how HIPAA interacts with 42 CFR and how public health should go about 
exchanging data with other organizations.  Dr. Montero agreed, sharing some of the 
challenges he faced as a hospital executive building a behavioral health platform 
integrated with housing and criminal justice networks. He promised to bring this subject 
up with the Public Health Law program for further feedback.  
 
Dr. Warne thanked CDC for adding “tribal” to OSTLTS’s name. He went on to ask what 
tribal affiliations should be with state and local health department consortia such as 
ASTHO and NACCHO. Dr. Montero responded that the complexity of the tribal 
communities and their inherent diversity makes establishing one method for affiliation 
very difficult. He affirmed that the CDC was working on these issues, noting that there is 
a Tribal Advisory Committee, while there’s no equivalent for state or local health 
departments.  
 
Dr. Lichtveld asked about the current status of the CDC-funded public health informatics 
specialist fellowships and the public health intervention specialist fellowships. She also 
asked how the hiring freeze would affect OSTLTS. Dr. Montero responded that 
fellowship appointments and hiring have been put on hold while the CDC awaits 
clearance from HHS. Nevertheless, OSTLTS has been interviewing hundreds of 
candidates in anticipation of being able to appoint them. 
 
Dr. Garza asked about data integration and providing geospatial indicators. Dr. Montero 
explained that because the budget is determined line by line through Congress, there’s 
no additional money for overlapping endeavors. It is then upon CDC to locate and 
transfer money for that category of projects internally which can be very difficult. 
 
CIO Director Presentation: 
Daniel Sosin, Deputy Director and Chief Medical Officer, Office of Public Health 
Preparedness and Response, discussed improving effectiveness in the field of 
emergency response in relation to health disparities. He suggested that part of the 
overarching goal of public health emergency response work is to establish health 
security for all Americans and to build resilience in vulnerable communities.  
 
The speed and scale of the nation’s response to HIV provides an example of how public 
health emergency preparedness has improved. It took a full year to craft a public health 



definition for AIDS, three years to develop a diagnostic test, and a year after that for a 
clinical test for HIV. He emphasized that these timelines would be unacceptable today. 
The CDC now addresses crises quickly, using the highest level of science available. 
Over the last 15 years, it has become clear that turnkey systems for emergency 
response are less effective than leveraging existing public health systems. Emergency 
preparedness at the CDC takes an all hazards approach, because of the difficulty in 
predicting threats.  We focus on developing universal skills that can be applied across a 
variety of incidents.  
 
There are four divisions within the Office of Public Health Preparedness and Response. 
The first is the Division of State and Local Readiness. This office ensures that 
emergency preparedness resources are available across 62 jurisdictions, which include 
the states and several major metropolitan areas as well as 8 territories. The second 
division is the Division of Strategic National Stockpile. This division oversees a $7 billion 
inventory of strategically located medical supplies, which would otherwise be outside 
the current commercial production capacity, or so unique as to have no demand outside 
of emergency preparedness.  There is also a Division of Select Agents and Toxins. This 
is a regulatory biodefense program that constrains the development and transfer of a list 
of agents that have been deemed a severe threat to public health. Finally, there is the 
Emergency Operations Center, which operates 24/7 to leverage the expertise and 
resources retained by the CDC.  
 
Beyond the obvious priorities of preparedness and response, the office also focuses on 
connecting. This notion of connecting came out of the 9/11 Commission, which 
identified a failure on behalf of the Federal government to share information effectively. 
Since no one agency or organization alone could detect and respond to every 
emergency effectively, the office connects public health with various other emergency 
response organizations to ensure that the public health perspective is addressed in a 
coordinated response.  
 
In the emergency preparedness context, vulnerable populations require the most 
planning because they have fewer resources to ensure resilience. Dr. Sosin outlined 
some of the specific actions taken within each office. For example, within the 
Emergency Operations Center, children and reproductive age women each have their 
own desks, specializing in addressing their issues. The Strategic National Stockpile 
accumulates supplies for populations that are immuno-compromised. Beyond these 
examples, the office also provides resources to the rest of the agency that are specific 
to certain special needs populations.  
 
Dr. Sosin acknowledged, however, the tension between the aim of health equity to 
improve the health of the most vulnerable populations, and the aim of emergency 
preparedness to care for the greatest number of people within a limited set of 
resources. Emergency preparedness can take a utilitarian approach that often leaves 
out the most vulnerable.  Dr. Sosin solicited ongoing discussion about how to address 
this issue. The tension between these two notions was demonstrated following  two 
public health disasters. On the one hand, the very public, though relatively small attack 



using anthrax in letters prompted large-scale public health planning for a response to 
biological weapons, needing to address the medical needs of potentially millions of 
people within hours of the release – driving a focus on the greatest good for the greatest 
number. On the other hand, the aftermath of Hurricane Katrina demonstrated our 
unique responsibility to the public health needs of the most vulnerable.  
 
One of the ways to address these vulnerable populations is to identify them and then 
establish discrete programs addressing their issues. Dr. Sosin discussed the National 
Center on Birth Defects and Developmental Disabilities which has championed the 
emergency response needs of children as an example. Availability of resources and the 
number and variety of vulnerable groups inherently limits the CDC’s ability to 
individually serve these specific subgroups, however. Consequently, there has been a 
push for a more scalable initiative to achieve community resilience. This notion is still in 
a developmental stage, but the idea is that by developing a community’s ability to 
withstand and recover from a public health emergency in advance of an event, it 
reduces the amount of resources needed to remediate disasters and implants internal 
supports that benefit the community in general. 
 
As a final note, Dr. Sosin explained that he felt that response work we do in emergency 
risk communications aligns well with the social justice mission of public health. The 
focus on creating redundancies in communication vehicles recognizes that mainstream 
media outlets are not sufficient to reach those at greatest risk. Messages are also 
segmented for specific audiences. Moreover, we monitor these different vehicles to 
identify gaps in understanding and areas of misunderstanding so that we can address 
them directly and quickly.  
 
Dr. Lichtveld shared some of what she learned from Hurricane Katrina, having joined 
Tulane University just before the storm struck. In her view, vulnerable communities in 
New Orleans are susceptible to three threats. The first is conventional health disparities; 
the second are persistent environmental threats, such as factories; and the third are 
natural disasters like hurricanes. As for community resilience, she shared that the 
National Academy of Medicine has recently convened a panel to draft measures for 
community resilience. This work is not confined to disaster relief, but looks at improving 
health in vulnerable communities as well.  
 
Dr. Ross asked about the Center for Injury Research and Prevention’s work, namely the 
intersection between trauma-informed care at the community level and promoting 
community resilience. Dr. Sosin said that traditionally he has not worked with the Center 
to address disparities, but that he would reach out to them. Dr. Wooten shared that 
health systems in San Diego use the concept of trauma-informed care to improve 
interactions and outcomes for individual clients. On a community wide basis, she 
thought that it might help the government deal with its issues regarding trust in these 
communities. Training includes a physical and social component that teaches 
responders how to approach patients.  
 



Dr. Ro commented that community resiliency might be a useful upgrade to the concept 
of “safety net populations” because a safety net population is not a static group of 
people: anyone from any class or background could find themselves relying on the 
safety net. Dr. Sosin used the example of first responders relying on the knowledge of 
neighbors after Hurricane Sandy to determine where they needed to check for people 
who were the most at risk. Instead of labeling individuals, community resilience builds a 
dynamic infrastructure that supports community members to care for their own. He 
acknowledged that there is still work to be done, though, in turning these basic concepts 
into lasting programs.  
 
Dr. Richardson asked whether Dr. Sosin was aware of studies in New York City on how 
people got their information about Hurricane Sandy, in order to suggest better platforms 
for emergency preparedness messaging. Dr. Sosin said that his office is working in this 
area, monitoring social media and identifying community issues that might impact public 
health preparedness.  
 
Dr. Lichtveld identified some further issues around messaging and messenger. Studies 
since Hurricane Katrina have confirmed that social media and text messaging are the 
most effective ways of reaching people. Still, studies have also shown that the 
government is not the most trusted source of information, even online or by text 
message. In response to this, Dr. Lichtveld brought community health workers on as 
disaster interventionists. The key to their success was that they actively built trust in 
their communities between, and not during, disasters. She also advocated making sure 
that preparedness measures existed for first responders themselves to ensure their 
health as well. Dr. Sosin concurred, saying that the Department of Homeland Security 
has already been preparing resources for responder communities in places like New 
York City. Dr. Ro held up the education community in Seattle-King County as an 
example of a robust messaging system that not only covered a number of platforms, but 
also addressed growing communities, like Seattle’s Marshallese community. She raised 
the problem of limited access to the data needed to accomplish this.  
 
As a final note, Dr. Richardson brought up issues with the evidence base for improving 
preparedness systems. While evidence gathering has improved in the last decade, 
there are still a number of issues that slow the progress.  These include data access 
issues, as well as the difficulty of capturing data in disaster scenarios.  
 
HDS Priorities/Follow Up Actions: 
The two main issues up for discussion are the joint letter with the SDOH think tank and 
an update to the race/ethnicity categories being considered by OMB. The joint letter is 
nearing its final draft, after which it will go to the Advisory Committee to the Director 
(ACD) for approval. The intent is to inform the incoming CDC director about the work 
that goes on in the Health Disparities Subcommittee. Dr. Ro asked about subsequent 
steps after submission to the ACD. There was some confusion over why the latest draft 
addresses the ACD instead of the CDC Director.  Dr. Ro’s concern was that if this letter 
is to the Director and not the ACD, then the subcommittee should consider adding more 
information, especially about OSTLTS and OMHHE. Dr. Wooten pointed out that 



because the subcommittee was chartered to advise the ACD and not the Director, 
addressing it to the ACD is merely acknowledging that hierarchy.  
 
Dr. Richardson shared some feedback she received from the ACD on the initial 
proposal highlighting the work of the two Offices. The ACD felt that it might be 
problematic to highlight only those two, omitting all of the other important work the CDC 
does. The counter suggestion was that the subcommittee refer to the work of OSTLTS 
and OMHHE rather than to the offices themselves. Dr. Lichtveld recommended that the 
subcommittee need to be ready with data and details about the office’s impact. Its style, 
in her opinion, should be more direct as well. Dr. Garza asked if the new director’s 
priorities could differ from the priorities that Dr. Simone laid out earlier that morning. Dr. 
Richardson responded that it was too early to say what the agency’s priorities would be 
for sure.  
 
Dr. Richardson made a motion that there be a formal communication with the incoming 
director of the CDC. Dr. Ross seconded that motion. The subcommittee voted 
unanimously in favor the recommendation.  
 
Ms. Wilson introduced the second topic. OMB asked for public comment on a number of 
issues about whether it should change its protocols for asking about race and ethnicity.  
Her suggestion was that the subcommittee simply resubmit its earlier letter, tweaking it 
slightly. She wanted to allow for discussion on other changes, if there was any. OMB 
has reopened the issue for public comment because it has added sub-questions to the 
initial four, though Ms. Wilson believes that many of the new questions are not relevant 
to the subcommittee’s concerns. Dr. Richardson suggested that the subcommittee be 
given time to comment before resubmitting the letter for the sake of thoroughness.  
 
Dr. Warne brought up the point that adverse childhood experiences are an understudied 
part of health disparities. By way of analog, he argued that if there were a disease 
linked to as many negative health outcomes as childhood trauma is, CDC would be 
researching it. Dr. Lichtveld agreed, citing recent research that shows that even 
traumatic experiences by pregnant mothers shorten the telomere lengths in their 
children. Dr. Warne asked for a summary from CDC on what was being done in this 
arena.  Dr. Ross seconded the motion. Judy Lipshutz shared that there was a recent 
discussion within CDC on the issue of adverse childhood experiences, explaining that 
there is a team within the agency very focused on it.  
 
Dr. Ro added a final additional topic, asking that Dr. Liburd’s Office promote itself in the 
face of budget shortfalls to ensure the survival of its work.  
 
Public Comments: 
There was no public comment. 
 
Closing Remarks and Adjournment: 
Dr. Liburd adjourned the meeting at 3:41 p.m. 
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