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Overview / Purpose 

The critical role of social determinants of health (SDOH) in influencing outcomes in 

diabetes and other chronic diseases is increasingly recognized.1 Social determinants contribute 

greatly toward the social and economic stratification of disease and complicate efforts across the 

continuum from primary prevention through assistance with serious complications and even end-

of-life care.   

Initiatives to improve health in disadvantaged populations – often disadvantage 

comprised of a number of social determinants – have often turned to social, community, and peer 

support strategies for reaching and benefitting those too often bypassed by health care and public 

health institutions.2,3  Peer support stands out in this work.  For example, analyses of the effects 

of dyadic peer support among adults with diabetes showed benefits relative to nurse care 

management more pronounced among those with low health literacy or social support for their 

diabetes care.4 Indeed, a review5 documented the distinct advantages of peer support in reaching 

and benefitting those “hardly reached.” 

 

Based on the importance both of social determinants of health and of peer support in addressing 

them, the 2019 Michigan-UNC Working Conference on Peer Support in Diabetes focused on 

Peer Support and Social Determinants of Health.  Objectives were: 

1. Share and discuss key components of strategies that both effectively address social 

determinants of health (SDOH) and improve diabetes self-management and clinical 

outcomes 

2. Review the current state of evidence on interventions that seek to address SDOH and 

those that seek to address both SDOH and diabetes self-management 

3. Identify current gaps in the evidence and identify necessary research to address these 

gaps and move the field forward, with a particular focus on ways peer support approaches 

may be integrated into effective programs 

4. Identify and discuss collaborative opportunities among attendees 

 

Based on these, the conference was intended to identify: 

1. What are the strategies that need to be tested? 

2. What are the mediators that we hypothesize must change to improve both SDOH and 

diabetes outcomes? 

3. What are the pathways? 

4. What are the pitfalls? 

5. What are key unanswered questions that we might collaborate together to answer? 

 

 

 

 

  



Peer Support and Social Determinants of Health  page 2 

 

Emergent Themes and Topics 

 

1. Objectives / Outcomes 

Identifying objectives and strategies that are actionable is a challenge in efforts to address 

social determinants. The diversity of social determinants and paths of their impacts complicate 

their specification and that of their impacts.  Nevertheless, “if it is not documented then it doesn’t 

exist,” so clarification and specification are crucial.  Additionally, participants noted the 

importance of clear targets that a program is designed to change and measure, that a project 

cannot be better than the questions it addresses, nor can it be better than the means of measuring 

the answers.  Additionally, the program planner needs to identify the intended outcome in order 

to be able to appraise the likelihood that the program features might affect it. 

 An important distinction concerns the role of social determinants.  Are social 

determinants themselves the targets of an intervention?  Alternatively, are they considerations in 

guiding approaches to other targets?  For example, one might focus an intervention on and 

measure its success at increasing availability of affordable, healthy foods in order to benefit a 

range of risk factors and health conditions.  On the other hand, one might focus on and measure 

reducing overweight and, to that end, consider and address availability of healthy food.  From a 

practical or socio-ecological perspective,6 one recognizes the possibility of multiple layers of 

influence on multiple outcomes.  Within the realm of requirements that projects identify a 

primary outcome, however, the distinction may be quite important and have substantial 

implications for the shape of a project or initiative. 

 Participants noted important characteristics of objectives and outcomes, including a focus 

on the whole individual and sustainability of objectives.  Several also advocated a large suite of 

health outcomes to measure and multi-dimensional assessment of impacts. 

 A provocative reframing of discussion of outcomes was the observation that SDOH are 

goods in and of themselves.  Good housing, availability of healthy food and the time and 

resources to prepare it, opportunities for social connections, clean air and water are all, 

themselves, part of well being.  Thus, for example, an observation that an intervention improved 

a community’s quality of housing is of value even if the sensitivity of evaluation methods was 

inadequate to detecting effects on biological markers of disease risk. 

 

 

2. Theories and Models 

 Although there is no assuredly correct theory to guide work on SDOH, participants noted 

the importance of a strong theoretical understanding of the exposure, determinants, and health 

outcomes one tries to change.  Table 1 includes a number of theoretical and conceptual 

approaches mentioned by participants. 

Discussion of the models in the table took note of additional observations about the roles 

of theories in addressing SDOH. 

a. “Conceptual models are like toothbrushes. Everyone has one and no one wants to share 

anyone else’s” 

b. What would a unifying theory look like? 
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c. It is hard to think about how to design a program or an intervention without a model or 

theory to provide at least a template or roadmap of things to consider and include 

d. In addition to evidence supporting them, theories should be weighed in light of their 

pertinence to the problems, groups, communities, and approach(es) being considered. 

e. The field needs also to include the many conceptual and theoretical approaches of 

systems science. 
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Table 1 – Theories and Models Useful in Addressing Social Determinants of Health and the 

Roles of Peer Support and Related Intervention Approaches 

Name of Theory or Model 

and Citation 

Description 

CDC Healthy People 2020 

Framework1 

Focus on five broad determinants: 1) Built environment; 2) 

Community-clinical linkages; 3) Food insecurity; 4) Social 

Connectedness; 5) Tobacco-Free Policy. 

World Health Organization 

(WHO) Framework  

Comprehensive and addresses structural determinants and social 

determinants, including politics and social policies. 

Socio-Ecological Model6 Examines multiple layers of influence on behavior, from individual 

level, including genetics and psychological characteristics, through 

family, social, organizational, community, and policy levels.  Key is 

that each level may influence others, e.g., families may influence 

communities, and policies may influence organizations. 

Social Cohesion and Social 

Capital7 

Social connections are important in several ways.  In and of 

themselves, they influence health.8-10 They also provide resources for 

individuals and communities to address other SDOH. 

Multi-level Model of 

socioeconomic position and 

health11 modified and tested by 

Dr. Egede and colleagues12 

Includes proximal social determinants as well as critical covariates 

(e.g., race, age, gender) that can influence level of or exposure to 

social determinants, mediators and moderators (e.g., knowledge, 

access), and diverse outcomes that can range broadly (e.g., morbidity, 

quality of life, intermediary outcomes such as BP control, A1c). 

Model of MacArthur Network 

on Socioeconomic Status and 

Health 

Bidirectional pathways of socioeconomic status and health and 

multiple factors that comprise them, including “access and quality of 

health care, health-related behaviors, individual psychosocial 

processes, and physical and social environments.”  

https://macses.ucsf.edu/about/  

Social Interventions Research 

and Evaluation Network13 

(SIREN) https://sirenetwork.-

ucsf.edu/about-us  

SIREN focuses on “health care sector strategies to improve social 

conditions” such as food insecurity that, in turn, influence health 

outcomes, including patient health and wellbeing, experience of care, 

utilization, community health, and health equity. 

Robert Wood Johnson Diabetes 

Initiative Resources & Supports 

for Diabetes Management14-16 

Resources individuals need for living with and managing diabetes: 1) 

Individualized assessment, 2) Collaborative goal-setting, 3) Skills for 

self management, 4) Access to resources in community (healthy food, 

housing, etc.), 5) Ongoing follow-up and support, 6) Continuity of 

quality clinical care. Provide template for planning what community 

and clinical initiatives need to address. 

Behavioral Model of Health 

Service Use17 

Behavioral model of health service use that has expanded to include 

broad range of policy, social, community, etc. predisposing and 

enabling resources and characteristics. 

Structural Model of Health 

Behavior18 

“Pragmatic characterization” of “structural mechanisms by which 

population-level factors effect change in individual health behaviors” 

includes: “1) availability of protective or harmful consumer products, 

2) physical structures or physical characteristics of products, 3) social 
structures and policies, and 4) media and cultural messages.”  

https://macses.ucsf.edu/about/
https://sirenetwork/
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3. Organizing Ideas, Key Concepts 

SDOH are not like blood pressure or blood sugar 

 A general consideration in addressing SDOH is how we characterize or describe them 

and the implications that has for how to address them.  We sometimes talk about SDOH as if 

they are risks or risk factors of the individual.  That is, we take a frankly social or community 

characteristic, say a food desert, and code or talk about it as an individual characteristic, 

residence in food desert.  This may be hard to avoid when we are interacting with and treating 

individuals.  In developing interventions, however, it is important that we remain clear that the 

food desert is “out there,” in the community and environment, not a feature of the individual’s 

choices, characteristics, or predispositions. 

 Peer support may be especially important in addressing SDOH that exist in the 

environment or community.  In clinical settings, screening and treating individuals is the focus of 

intervention. Peer support can help the individual understand how an SDOH affects their health 

and what to do about it. Although SDOH may not change, peer support can help individuals find 

ways to change how they cope with or interact with a SDOH.  Additionally, through community 

extensions of peer support such as in the activation and advocacy peer support may cultivate, 

changes in SDOH in the community may be accomplished. 

 

Other organizing ideas and key concepts noted included: 

 

General Considerations 

a. Health itself may be considered as social capital 

b. The importance of combined effects as opposed to “magic bullets.”  For example, food 

supplementation alone and education alone are not enough but combining the two may 

make a difference. 

c. While we work to articulate and address SDOH, we should recognize they may often 

interact with individual biological and psychological factors, as articulated in the Multi-

Level Model.11,12  Indeed, ignoring the individual factors may leave important sources of 

variance in the “error term,” thereby reducing sensitivity to true environmental effects. 

d. Dr. Eng pointed out that we can’t change race but we can change how it is addressed.  

Based on this, an effective organizational approach she has helped to lead emphasizes 

that “it’s the system” while addressing the system’s implications for the roles of 

individuals within it:19 

• Doctors, VPs, janitors, etc. – all have a gate in the system, but they don’t own the gate 

• The system owns the gate 

e. Electronic Health Records (EHRs) may be used to flag those of concern. 

f. It is important that, as we use phrases such as “social pollution” or “social toxins,” we 

understand that these influences do “get in the body” and affect our biological status, 

indirectly such as through health behaviors, but also directly such as through emotions 

and immune system responses 20. 
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Pitfalls 

a. As above, it is important not to miss the environmental piece and to be careful about 

ecological fallacy, also with care that we not become reductionists. 

b. What are the ethics of promoting change without addressing resources. We might be 

concerned about moral distress when we may prescribe and provide medications or other 

aids for those who, e.g., don’t have access to food 

c. In this regard, peer support may be a palliative that makes an inhuman, indefensible 

system somehow bearable or survivable.  The benefits and moral value of peer support 

need to be considered in this. 

d. It may be argued that “understanding the context of where one lives is half of the battle,” 

although concern might be raised that these perspectives may lead to victim blaming or 

overlooking the “other half” of the battle in the environment in which SDOH rest. 

e. Consider the gap between interventions focused on SDOH but evaluated in terms of 

individual health indicators or clinical characteristics.  If the problem is housing, for 

example, then the evaluation might focus on housing, not blood sugar. 

f. Be aware that “integrated care” may be used in several different ways 

 

Ways Forward 

a. There is value of focusing on the community level 

b. Some would argue there is more potential to leverage change in community contexts than 

in family environments.  This is likely to depend though on other contextual factors, 

including the issues at hand, cultural factors that moderate the effects of families, and 

community resources and policies. 

Consider in this light the housing studies in Chicago in which providing housing in a 

chronically highly burdened population improved clinical indicators. 

c. Life course research points to greater flexibility when children are young and, therefore, 

the value of early interventions. 

d. In efforts to alter the environment, consider naturally occurring channels and change 

agents, such as community butchers as Dr. Ayala described or the drivers who deliver 

meals on wheels in Dr. Berkowitz’ food supplementation studies. 

e. Multidimensional strategies may improve both the physical and social environment. This 

might include, e.g., working with those in stores who can effect change in consumer 

purchasing 

f. In several studies, combining health care and public health systems and resources was 

most effective. 

g. Partnerships can be important 

h. Important to recognize that Community Health Workers and other peer supporters are 

clearly working on community activation and often advocacy, not just linking to services 

i. How can we integrate social care into clinical and individual care and services? 

j. Health in All Policies is an approach to impacting broad social determinants in housing, 

transportation, food, environment that is wisely considered internationally more than in 

the US 21,22 
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 An overarching consideration concerns that on which we focus.  Focusing on individuals 

who appear most disadvantaged or burdened may be less effective than focusing on resources for 

the whole community that may have deepest and most enduring effects on those individuals.  

Additionally, individual status and position may change, leading to future benefits for some not 

in current need. 

 

 

4. Challenges of Implementation and Sustainability 
 

Clinical Settings 

Much of the discussion about implementation and sustainability included how to 

integrate attention to social determinants within the clinical setting.  This included discussion of: 

a. How to get info into EHRs and how is it displayed in the dashboard? 

b. What measures and outcomes to target? 

c. How do we intervene on SDOH? 

d. What are the hard clinical outcomes? 

e. The need to get information and questions in front of the right care team members at right 

time 

f. Getting information into the EHR does not guarantee its use. Even though material is in 

the EHR, clinicians may not be accustomed to finding such information there so that it 

may not be incorporated into patients’ plans. 

 

Community and Peer Approaches 

 Discussion of community approaches began with recognition of the need for high quality 

programs and services in the community.  This included the importance of their being reliably 

managed so that others may refer to or recommend them with confidence in their availability.  

This is a challenge for many community organizations whose funding may be unpredictable. 

 Discussion also advocated the broad approach of Community Based Participatory 

Research 23 that engages in all aspects of programs those they are intended to help. 

 A key example of successful funding and sustainability is in Birmingham, Alabama, 

where Dr. Cherrington led development of Connection Health, a 501c3 nonprofit organization 

that contracts to provide community health worker services to health and social service agencies. 

(http://www.connectionhealth.org/) 

Discussion of peer support and community health worker approaches included:  

a. Assertion that community health worker and peer support are the best current actionable 

strategy to address health disparities, equity, and social determinants in communities or 

from within the health system. This is supported, e.g., by evidence of the success of such 

approaches in reaching and benefitting those affected by SDOH as well as racism and 

other sources of injustice.5  

b. A key ingredients of peer support is shared experience but this may be difficult to 

maintain in commercialization of services. 

c. Identifying key dimensions of shared experience should consider social, personal, 

neighborhood and other characteristics, not just clinical diagnoses or characterizations. 

http://www.connectionhealth.org/
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Commercialization 

The impacts of SDOH on health and health care costs creates the potential for sustaining 

programs through savings and opportunities for return on investment. 

a. Venture capital has entered the world of programs to address SDOH, creating both 

opportunity for sustaining programs but with recognition that they will be judged not 

only by patient outcomes but also by whether they save money for society 

b. Examples of commercial approaches include United Health Care buying houses for 

patients and Centene Corporation’s Social Health Bridge 

https://www.socialhealthbridge.com/ designed to facilitate linkages between health care 

and community organizations. 

c. Conference participants noted the importance of citizens’ and communities’ political 

leverage and power to guide commercialization around SDOH toward human benefits as 

well as cost and profit concerns. 

 

 

5. Research Priorities, Opportunities and Challenges  
a. Key issues of measurement need to be addressed for combined clinical SDOH 

interventions.  They should include both social and clinical outcomes to best determine 

whether material and social needs are met through interventions. Other valuable 

outcomes include quality of life as well as relevant process measures (e.g., not limited to 

just whether a referral was made and followed). 

b. Opinion varied on the value of agreeing to a set of common or consensus measures to use 

across programs.  On the one hand, common measures facilitate comparisons across 

studies and recognition of the field.  On the other hand, the variety of SDOH and 

approaches to conceptualizing and addressing them (such as reflected in Table 1) 

suggests the need for researchers to adjust methods and measurements to the topics they 

address.  Some blend of consensus around key measures with strong encouragement that 

methods should fit the question, rather than vice versa, would advance the field.  

c. There are many unanswered questions about how best to screen for and identify unmet 

basic/social needs, whom to screen, what to screen for (what are best ways to measure 

social contextual factors, social risks), at what intervals and by whom, and how to ensure 

identified needs are being responded to. We need to study different approaches: use of 

data gathered for other reasons, EHR alerts, etc.; universal vs. targeted screening, 

alternatives to screening; how to collect SDOH data; what questions to ask and how.  

d. Most SDOH interventions to date have targeted single unmet social needs (housing 

instability; food insecurity; transportation). A key need now is to evaluate integration of 

more comprehensive approaches into health care rather than focusing just on one need.  

e. Need to evaluate interventions over long time frames and build assessment of 

sustainability into evaluated models (e.g., building in a sustainable business model). 

f. Need for research to understand pathways on which to intervene to improve both SDOHs 

and clinical outcomes (what are key proximal, mediating and moderating factors?) 

https://www.socialhealthbridge.com/
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g. Need to examine comparative effectiveness of different strategies for identifying and 

screening for SDOH (use of EHR, big data, claims, etc. as well as different direct 

screening approaches) and ensuring information is acted on. 

h. Need to evaluate interventions that also screen for community/environmental risk factors 

and intervene to address these.  

i. Need to evaluate innovative approaches to combine addressing social needs (e.g., food 

from food banks, meals on wheels) with addition of self-management support through 

those entities.  This would go beyond just adding self-management support to health care 

systems to include peers or other self-management supports implemented through 

providers of social and material needs. 

j. Need for intervention studies targeting multiple as well as single SDOH needs that also 

examine mechanism by which interventions work or do not work with broad range of 

outcomes like return on investment (ROI), patient-reported outcomes, clinical outcomes, 

quality metrics, utilization outcomes, and costs. 

k. Need to fund more natural experiments of different approaches to combine focus on 

SDOH and diabetes education/self-management support. 

l. There is need for multi-sectoral approaches but how best do we forge and sustain these? 

How do we build sustainable models that also attend to fiscal needs of many community 

service organizations? 

m. How do we design interventions that activate/empower participants rather than funnel 

them through interventions? Just as knowledge is not enough, just making resources 

available is not enough. (“A lot of effects that CHWs and peers have is having 

conversations and discussions around that. They can refer, but they help people engage 

with their environments and they figure out that this is the housing situation and the 

community environment. Then the patient can ask, what can I do within limitations of my 

environment (sidewalks/parks, etc.) and still feel empowered about changing my situation 

and get involved in advocacy to change higher level issues.”  

n. Need also to train volunteers/workers in social service agencies extending services to 

low-income individuals, such as Meals on Wheels, to also have knowledge of self-

management needs of their clients. Need to examine diverse channels and sources of 

support and types of support needed. 

o. Need for social network analyses to examine how interventions may ripple through 

communities. One can include survey questions too such as “Is there anything you 

learned that you have shared with someone else?” 

p. Need also to do multi-level interventions targeting non-health systems such as working 

with small grocery stores and their employees in low-income neighborhoods to change 

social and physical environment to increase access to and adoption of healthy behaviors. 

What organizations have to be in a partnership to see results and how can these be 

sustainably financed? 

q. Need to develop and evaluate EHR-based systems that bring real-time data to providers 

and possibly machine learning alerts about patient unmet needs and events signaling 

patient may be facing problems (e.g.,unmet appointments, no scheduled appointments) 

and record follow-up. This is one of a number of models to flag unmet needs without 
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requiring clinic screening. Lots of unanswered questions about best screening items, data, 

and practices. Need user-centered process to evaluate with users. 

r. Need to come up with a core group of common indicators and outcomes that should be 

measured across studies and that can be used as shared definitions for standardized terms 

in EHRs. These include ways to measure social contextual factors/risks, outcomes for 

blended medical/social interventions, process measures beyond just whether referral was 

made but whether need was met, ways to measure value-added of peers beyond linking to 

services, mediators and moderators. 

s. Need for more studies adopting a life course approach and examining how clinical/social 

interventions can best affect short and long-term outcomes at different stages of life. 

t. Need for more research on necessary follow-up after first-time intervention. How often 

and when to re-evaluate? 

u. Need research on best approaches to discuss SDOH issues with patients and provider 

education/training needed on best practices. 

v. Research on different forms of community-health system partnerships and approaches to 

gathering and updating SDOH data and division of labor. 

 

 

Summary 

 Social determinants of health challenge our health and social systems.  They contribute 

greatly to avoidable health care costs and burdens, interfere with extending the benefits of care 

and prevention to all, and account for many of the inequities faced by those who have been 

subject to racism and other social and economic injustice.  As they are broad and varied, so 

attempts to address them are broad and varied, ranging from innovative approaches to capture 

SDOH in medical records to community based programs directly affecting social determinants 

such as in housing, access to food, clean environments, and institutional racism.  Across all of 

this work, peer support, community health worker, and similar approaches take robust places that 

also range widely, from helping address health literacy in clinical settings to promotores de salud 

leading their communities’ advocacy for healthier environments.  As diabetes reflects the many 

determinants of health, as it is especially prominent among groups affected by SDOH, racism, 

and inequity, it is both an area in which increased attention to SDOH is vitally important, and 

one in which progress can inform efforts across health care and social services and policies.  

Therefore, research on SDOH and the roles of peer support and related community as well as 

clinical approaches to addressing SDOH in diabetes holds great promise and should command 

substantial funding and support. 
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