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The Council of State and Territorial Epidemiologists Health Disparities workgroup applauds but wishes to call attention to this Foundational Principle (“Achieving health and well-being requires eliminating heath disparities, achieving health equity, and attaining health literacy”) for which we have specific recommendations. This foundational principle is also reflected in the Plan of Action (“Identify regions and groups with poor health or at high risk for poor health in the future; Provide tools … to evaluate progress toward improving health) and Overarching Goals (“Attain health literacy, achieve health equity, eliminate disparities, and improve the health and well-being of all populations”).
To know whether there are important health disparities and inequities and to assure that we know we are making progress, it is important that we measure health disparities and inequities for each population-based objective in fundamental ways, including by socioeconomic status (SES). HP 2020 recognized this and had as an infrastructure objective (Public Health Infrastructure Objective 7.3) to increase the proportion of population-based objectives for which national data are available by SES (baseline 64%). Two SES measures were used for this benchmark, both measured at the individual level (educational level, household income). Unfortunately, national data for most mortality, cancer and infectious disease objectives lack individual SES data, being collected through mandated reporting at the state level, often without personal follow-up to get SES information. Thus, it is doubtful that much progress can be made on increasing the 64% and understanding the magnitude of any disparities by SES without considering area-based SES measures.  Most such data include the street address of residence of the affected person, making it possible to geocode that address, identify the census tract of residence and to link it to census tract-level measures of SES. 
We feel it is time to expand the number of acceptable measures of SES to include at least one neighborhood or area-based SES measure to help achieve this foundational principle and related overarching goal to eliminate disparities and achieve health equity (e.g., census tract-level percentage of people with household incomes below the federal poverty level). There is much precedent for use of area-based SES measures for analysis of public health surveillance data, beginning with the recommendations Public Health Disparities Geocoding Project (1) and continuing through national-level work supported by the CDC’s HIV and Emerging Infections Program surveillance activities (2,3) and the North American Association of Central Cancer Registries (4). Not only is there precedent, a CSTE assessment of state readiness to geocode and share data centrally demonstrated the ability and willingness of a large number of states to do both (5). 
In June 2016, CSTE passed a position statement directed at CDC and NCHS entitled “Use of Area-based SES to Generate National Data on Health Outcomes with Proposed HP 2030 Objectives for Which Individual SES Data are Not Routinely Collected” (6). The position statement, its rationale and supporting information have been presented to CDC and to the NCHS Board of Scientific Counselors. They encouraged submission of this testimony while continuing discussions and potentially forming the workgroup recommended in the position statement to select and develop standards for geocoding, combining data from a sample of states and then presentation of national data using one or more area-based SES measures.   
We most strongly encourage the Social Determinants of Health and Health Equity Subcommittee and/or the Data Subcommittee to include a public health infrastructure objective to increase the proportion of population-based objectives for which national data are available by SES by having at least one acceptable census tract-level SES measure for each population-based health outcome measure lacking data on individual SES. 
Thank you in advance for considering our comments. I and my colleagues look forward to hearing from you. 
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