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Executive Summary
The past year, 2020, will long be remembered as the year more
than 2 million people lost their lives due to a global pandemic. Not
since the 1918 influenza pandemic has a single event so urgently
demonstrated the criticality of a strong public health system. This
Ready or Not report has tracked the country’s level of public health
emergency preparedness since 2003. For nearly two decades, it has
asked the fundamental question: “are we ready?” Unfortunately, the
COVID-19 crisis has provided a clear answer: an emphatic “no.”
The COVID-19 crisis has illuminated
the urgent need for federal, state, local,
tribal, and territorial leaders to take
aggressive steps to shore up the nation’s
preparedness for all types of emergency
events. The pandemic put a spotlight
on a public health system hollowedout by years of insufficient funding.
Health departments were overstretched,
responding to the pandemic with
archaic technologies1 and with
overworked staff who faced threats
and retribution.2 These gaps were
all the more critical in 2020 because
the federal government failed to take
an evidence based, leadership role in
the pandemic response, with many
decisions being left to states that would
ordinarily be federally coordinated.
It also demonstrated the harm that
can be done when science and public
health expertise are stifled by political
interference and misinformation.

In addition, the pandemic has once
again demonstrated and exacerbated
the impact of structural racism, both
historic and current, on the health and
well-being of communities of color and
Tribal Nations. Acknowledging the
lingering health impacts of slavery and
the treatment of native peoples and
addressing current day racist policies,
systems, and attitudes must be part
of building the nation’s resilience.
In short, equity is not separate from
preparedness. Ensuring an equitable
opportunity for the health and wellbeing of all residents before a disaster
creates more resilient communities
during an emergency. Equity must be an
explicit and foundational principle in all
emergency planning. Achieving equity
in all facets of emergency response
requires including equity accountability
metrics in emergency preparation and
management.
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Foundational capabilities are necessary
throughout the public health system,
from the Centers for Disease Control
and Prevention (CDC) to state,
local, tribal, and territorial health
departments, including:3
l

H
 ealth monitoring and assessment,
comprising surveillance,
epidemiology, and laboratory capacity;

l

A
 ll-hazards preparedness and response;

l

P
 olicy development and support;

l

P
 ublic communications;

l

C
 ommunity outreach and partnership
development;

l

O
 rganizational and administrative
competencies (i.e., leadership,
governance, and health equity); and

l

A
 ccountability and performance
management.4

Today, only half of Americans are
protected by a comprehensive local
public health system.5 The Public
Health Leadership Forum estimates
a $4.5 billion annual shortfall in
the spending necessary to meet
the infrastructure needs of public
health agencies nationwide.6 This
shortfall was on display throughout
the COVID-19 pandemic, as decades
of chronic underfunding hindered
communications, disease surveillance,
contact tracing, vaccine delivery, and
other key health department activities.

“A powerful aspect of this report is its long history objectively
measuring states’ preparedness. This year’s recommendations
are almost identical to past years. Had the nation paid more
attention to pandemic threats and TFAH’s commonsense and
consistent recommendations, this country would be in a very
different place today.”
Shelley A. Hearne, DrPH
Johns Hopkins University Bloomberg School of Public Health

It is also important to note that the
infusion of COVID-19 emergency
funding was onetime funding—critical
to the pandemic response but not
a solution to the system’s longtime
underinvestment.
This report is designed to give
policymakers at all levels of government
actionable data and recommendations
with which they can target policies
and spending to strengthen their
jurisdiction’s emergency preparedness.
The report’s 10 key public health
preparedness indicators give state
officials benchmarks for progress, point
out gaps within their states all-hazards
preparedness, and provide data to
compare states’ performance against
like jurisdictions. These data points,
or ones similar to them, have been the
focus of this report for over a decade
and are meant to measure readiness
for a broad set of health security

threats. They are not tailored to an
assessment of a given state’s response to
the COVID-19 pandemic, as widescale
political, funding, economic, and social
factors all influenced the virus impact
and local responses. A state may do well
in terms of its ranking in this report but
poorly in its response to the COVID-19
pandemic—and vice versa. While no
state has been spared, what seems to
have mattered most in the pandemic
response is a state’s socioeconomic and
racial profile, as well as the adherence
of elected leaders and residents to
evidence-based public health guidelines.
The pandemic has illustrated that
robust and sustained funding, elected
officials’ leadership, and federal-state
coordination and planning are key to
protecting Americans’ health security.
Moreover, there is no substitute at the
state or local level for a strong federal
response.

TFAH • tfah.org
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COVID-19 AND EMERGENCY PREPAREDNESS: TRAGIC LESSONS
TFAH’s Ready or Not: Protecting the
Public’s Health from Diseases, Disasters
and Bioterrorism report has tracked the
nation’s readiness to respond to a public
health emergency for nearly two decades.
During that time, no event highlighted
the critical importance of this report’s
purpose—measuring and promoting
readiness to safeguard Americans’ health
during an emergency—to the degree the
COVID-19 crisis has.
The COVID-19 pandemic is an onthe-ground, real-time measure of the
nation’s public health emergency
response system—a test the federal
government failed according to most
public health experts. An October
2020 report by Columbia University
Earth Institute’s National Center for
Disaster Preparedness estimated that
the federal government’s inadequate
pandemic response led to between
130,000 and 210,00 avoidable
deaths. The report submits that if
the United States had implemented
sufficient testing, earlier lockdowns, a

accreditation, (4) public health funding,

Importance of Federal Leadership

(5) access to paid time off, (6) flu

Government at multiple levels shares

vaccination rates (as a proxy for a

responsibility for emergency planning

community’s vaccination infrastructure

and response. Under this tiered

and receptivity), and (7) laboratory

structure, when an event requires a

With a possible single exception (water

surge capacity. TFAH will continue to

larger response than a local entity

system safety), all of the readiness

measure states on these indicators, as

can provide, government from the tier

indicators measured annually by this

they play a central role in the standing-

above it—typically a tribal, territorial

Ready or Not report played a role in

ready, public health protection capacity

or state agency—provides assistance.

jurisdictions’ COVID-19 response.

that every state needs.

When a state’s response resources

Seven were relevant to the effort to

The pandemic has also spotlighted a

are not enough to meet demands

national mask-wearing mandate, and
provided federal guidance on social
distancing, over 200,000 lives could
have been saved.7

control the pandemic and save lives:
(1) nurse licensure compact (allowing
jurisdictions to borrow medical
personnel when they need to surge
capacity), (2) hospital participation
in healthcare coalitions, (3) public
health and emergency management

6
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number of issues not currently measured
by the report but critical and dramatically
apparent if absent during a health
emergency: federal and state political
leadership, interagency coordination,
consistent and well-executed public
communications, and health equity.

during an emergency, the federal
government provides support. For a
public health emergency as significant
and contagious as COVID-19, clear
communication and strong leadership
and coordination by the federal
government are essential, elements

that were lacking during the initial

Overcoming the Legacy of Racism

months of the pandemic response.

The legacy of slavery, genocide,

Instead, inconsistent messages
between federal agencies and the White
House; lack of centralized coordination,
such as for procurement of personal
protective equipment (PPE); and
political interference with guidance from
scientific agencies—all led to confusion
and contradictory policies among states
and weakened the emergency response.

l

focused on addressing the root
causes of disease and on promoting

and centuries of racism, combined

health equity.

with current day interpersonal and
structural racism, is at the root of the

Developing a White House led strategy

l

Creating a social determinants of

disproportionate impact COVID-19 has

health line item at the Centers for

had on communities of color and Tribal

Disease Control and Prevention

Nations. These systemic inequities, in

(CDC), authorized and fully funded

access to healthcare, housing, education,

by Congress, with sufficient funding

transportation, and employment, existed

to guarantee grant-funded efforts

before the pandemic and have been

throughout the nation.

TFAH has made a number of policy

exacerbated by it. Health inequities due

recommendations designed to ensure

to disadvantages experienced by racial,

disaggregate, and report health

robust and nonpartisan federal

ethnic, or other population groups are

data in such a way that the impact

leadership during future public health

preventable differences in the burden of

of health conditions, policies, or

emergencies, including:

disease, injury, and health emergencies

interventions on specific population

and to opportunities to achieve good

groups are known, including health

health.8 Addressing issues at the

status data by race, ethnicity, sexual

root of health inequity is imperative to

orientation, gender identity, primary

ensuring all people, regardless of their

language, and disability status.

l Create

a White House Health

Security Directorate, including senior
advisors to the president with public
health expertise on health security
issues. This directorate would
oversee the national biodefense
emergency responses.

TFAH has called on the administration

publication was being prepared) and

Ensure full transparency and

and Congress to make advancing

unprecedented harm to the economic

consistency in federal messaging

health equity and eliminating health

security of millions of American

from the White House, CDC, ASPR,

disparities a national priority by:

families, will forever be a painful

deaths in the United States (as this

Ensuring that all COVID-19 response

reminder of the critical importance

(NIH) concerning public health issues

actions prioritize advancing health

of pre-event public health emergency

to ensure message clarity, avoid

equity, including access to COVID-19

preparations, investments in public

confusion, and build trust.

testing and vaccinations.

health infrastructure, and evidence-

Creating a Truth, Racial Healing, and

based policy and communications. The

Ensure that federal public health

l

l

officials are fully empowered to make

Transformation Commission, and

decisions based on science and

provide funding to communities to begin

without undue political influence.

the process of acknowledging a history

Efforts to infuse politics into public

of racism and working to dismantle the

health decision-making puts the

myth of hierarchy based on race.

public’s health at risk.
l

The tragedy of the COVID-19
pandemic, including over 500,000

FDA, and National Institutes of Health

l

the opportunity for good health and are

Requiring all agencies to collect,

protected during a health emergency.

strategy and all interagency

l

race or ethnicity or where they live, have

l

l

E xpanding funding for initiatives

HHS should strengthen leadership

serving communities that have been

by working with states and suppliers

marginalized by disinvestment, and

to ensure adequate stockpiling

ensure that federal funding supports

and distribution of medical

processes that meaningfully engage

countermeasures and ancillary

the most affected communities in

emergency response products, such

the planning and implementation of

as personnel protective equipment.

such initiatives.

pandemic has undeniably demonstrated
that historical discrimination coupled
with current-day racism impacts a
community’s health status and ability
to weather a disaster. The COVID-19
crisis has also painfully reinforced
that national leadership must be
grounded in science and committed
to addressing structural racism, both
of which are imperative to saving lives
during an emergency.

TFAH • tfah.org
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This edition of the Ready or Not series
finds that states have made progress
in most of the report’s measured
areas, especially rates of seasonal flu
vaccination. However, improvement in

other areas—such as paid time off for
workers and hospital patient safety—has
stalled. In this 2021 report, Trust for
America’s Health (TFAH) found that
three states improved their standing

compared with last year, while eight fell
behind. Three states improved by one
tier, six states dropped one tier, and two
dropped two tiers.

TABLE 1: Top-Priority Indicators of State Public Health Preparedness
INDICATORS
1

Incident Management: Adoption of the Nurse Licensure Compact.

6

Water Security: Percentage of the population that used a community
water system that failed to meet all applicable health-based standards.

2

Cross-Sector Community Collaboration: Percentage of hospitals
participating in healthcare coalitions.

7

Workforce Resiliency and Infection Control: Percentage of employed
population that used paid time off.

3

Institutional Quality: Accreditation by the Public Health
Accreditation Board.

8

Countermeasure Utilization: Percentage of people ages 6 months or
older who received a seasonal flu vaccination.

4

Institutional Quality: Accreditation by the Emergency Management
Accreditation Program.

9

Patient Safety: Percentage of hospitals with a top-quality ranking (“A”
grade) on the Leapfrog Hospital Safety Grade.

5

Institutional Quality: Size of the state public health budget
compared with the past year.

10 Health Security Surveillance: The public health laboratory has a plan
for a six- to eight-week surge in testing capacity.

Notes: The National Council of State Boards of Nursing organizes the Nurse Licensure Compact. The federal Hospital Preparedness Program of the U.S.
Office of the Assistant Secretary for Preparedness and Response supports healthcare coalitions. The U.S. Environmental Protection Agency assesses community water systems. Paid time off includes sick leave, vacation time, or holidays, among other types of leave. The Leapfrog Group is an independent nonprofit
organization. TFAH drew every indicator, and some categorical descriptions, from the National Health Security Preparedness Index, with one exception: public health funding. See “Appendix A: Methodology” for a description of TFAH’s funding data-collection process, including its definition.
Source: National Health Security Preparedness Index 9

The Ready or Not report groups states
and the District of Columbia into one
of three tiers (high, middle, low) based
on their performances across the 10
indicators. This year, 20 states and
the District of Columbia scored in the
high-performance tier, 15 placed in the
middle-performance tier, and 15 were
in the low-performance tier (see Table
2). (See “Appendix A: Methodology”
for more information on the scoring
process.)
Three states showed notable
improvement, moving up a tier:
Georgia, Montana, and Rhode Island.
Georgia, which rose from the middle
tier to the high tier, improved its
standing by achieving accreditation
by the Emergency Management
Accreditation Program and by having

8
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a greater share of its hospitals receive
high marks on patient safety. Montana,
which elevated from the low tier to the
middle tier, increased its public health
funding level in fiscal year 2020. And
Rhode Island, which rose from the
middle tier to the high tier, did so by
dramatically increasing its community
drinking-water security.
Two states fell from the high tier to the
low tier: Missouri and Pennsylvania.
Missouri cut its public health funding in
FY 2020 and saw an increase in the share
of its residents that used a community
water system with one or more healthbased violations. Its flu vaccination
rate ticked up marginally, but by less
than the nation as a whole. Likewise,
Pennsylvania also cut its public health
funding level, and its share of hospitals

that received an “A” rating—one of
the highest in the nation—rose by
slightly less than the national average.
Other steps it could take to improve
its standing include joining the Nurse
Licensure Compact or increasing its
below-average share of residents who
take paid time off from work.
Five states fell from the high tier to the
middle tier: Alabama, Illinois, Iowa,
New Jersey, and Tennessee. These
states did not experience significant
backsliding overall, but they lost ground,
as a number of other states took greater
steps that increased their standing.
One state fell from the middle tier to
the low tier: Arizona. Arizona’s belowaverage flu vaccination rate rose, but by
less than the nation overall, so its overall
standing fell back.

TABLE 2: State Public Health Emergency Preparedness
State performance, by scoring tier, 2020
Performance
Tier

States

Number of
States

High Tier

CO, CT, DC, DE, GA, ID, KS, MA, MD, ME, MS,
NC, NE, NM, OK, RI, UT, VA, VT, WA, WI

20 states and DC

Middle Tier

AL, CA, FL, IA, IL, KY, LA, MI, MN, MT, ND, NJ,
OR, TN, TX

15 states

AK, AR, AZ, HI, IN, MO, NH, NV, NY, OH, PA,
SC, SD, WV, WY

15 states

Low Tier

Note: See “Appendix A: Methodology” for scoring details. Complete data were not available for U.S.
territories.

TFAH’s Analysis Found:
A majority of states have made
preparations to expand healthcare
and public health capabilities in an
emergency, often through collaboration.
Thirty-four states participated in the
Nurse Licensure Compact, up from 26
in 2017,10 with Indiana and New Jersey
being the most recent adopters.11 The
compact allows registered nurses and
licensed practical or vocational nurses
to practice in multiple jurisdictions
with a single license. In an emergency,
this enables health officials to quickly
increase their staffing levels. For example,
nurses may cross state lines to work at
evacuation sites or other healthcare
facilities. In addition, hospitals in most
states have a high degree of participation
in healthcare coalitions. On average, 89
percent of hospitals were in a coalition,
and 17 states and the District of Columbia
had universal participation, meaning
every hospital in the jurisdiction was
part of a coalition. Such coalitions bring
hospitals and other healthcare facilities
together with emergency management
and public health officials to plan for and
respond to incidents or events requiring
extraordinary action. This increases the
likelihood that providers serve patients
in a coordinated and efficient manner

during an emergency. What’s more,
every state had public health laboratories
that had plans for how to manage a
large influx of testing needs. States had
a plan to surge public health laboratory
capacity for six to eight weeks as necessary
during overlapping emergencies or large
outbreaks, an increase of six states since
2017.
Most states are accredited in the
areas of public health, emergency
management, or both. As of December
2020, the Public Health Accreditation
Board (PHAB) or the Emergency
Management Accreditation Program
(EMAP) accredited 42 states and the
District of Columbia; 29 states and the
District of Columbia were accredited
by both groups, a net increase of
one since November 2019. (EMAP
has now accredited Delaware and
Georgia; Maryland transitioned from
being accredited by both bodies to the
PHAB only, with the EMAP providing
conditional accreditation.) Eight states
(Alaska, Hawaii, Indiana, New Hampshire,
South Dakota, Texas, West Virginia, and
Wyoming) were not accredited by either
group. Both programs help ensure that
necessary emergency prevention and
response systems are in place and staffed
by qualified personnel.
TFAH • tfah.org
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Seasonal flu vaccination rates, while still
too low, have risen significantly. The
seasonal flu vaccination rate among
Americans ages 6 months or older rose
from 42 percent during the 2017–2018
season to 52 percent during the 2019–
2020 season.12 However, Healthy People
2030, a set of federal 10-year objectives
and benchmarks for improving the
health of all Americans by 2030, set
a seasonal influenza vaccination-rate
target of 70 percent annually.13

Most residents who received their
household water through a community
water system had access to safe water. On
average, just 5 percent of state residents
used a community water system in 2019
(latest available data) that did not meet
all applicable health-based standards,
down slightly from 7 percent in 2018.
Water systems with such violations
increase the chances of water-based
emergencies in which contaminated
water supplies place the public at risk.

In 2019, only 55 percent of employed state
residents, on average, used paid time off,
the same percentage as in 2018. Those
without paid leave are more likely to work
when they are sick and risk spreading
infection. In the past, the absence of
dedicated paid sick leave has been linked
to or has exacerbated some infectious
disease outbreaks.14 This became
particularly relevant during the COVID19 pandemic, as isolation and quarantine
were important tools for controlling the
outbreak. The Families First Coronavirus
Response Act helped address this issue
during the early stages of the pandemic for
employers with fewer than 500 employees
and certain public employers, temporarily
requiring employees to be paid up to 80
hours of sick leave benefits under certain
conditions.15 In January 2021, the Biden
administration economic stimulus package
proposal included extending paid sick
leave to over 100 million U.S. workers.

Based on its policy research and
analysis, consultation with experts,
and review of progress and gaps in
federal and state preparedness—with
a particular focus on the preparation
gaps and shortfalls identified by
the COVID-19 pandemic—TFAH is
recommending policy action in seven
priority areas:

Only 31 percent of hospitals, on
average, earned a top-quality patient
safety grade, up slightly from 30
percent in 2019. Hospital safety scores
measure performance on such issues as
healthcare-associated infection rates,
intensive-care capacity, and an overall
culture of error prevention. In January
2021, the Biden administration’s
economic aid package included
extending paid sick leave to over 100
million U.S. workers.

5. A
 ccelerate development and
distribution, including lastmile distribution, of medical
countermeasures.

1. P
 rovide stable, sufficient funding
for domestic and global public
health security.
2. Strengthen policies and systems to
prevent and respond to outbreaks
and pandemics.
3. B
 uild resilient communities and
promote health equity generally and
in preparedness.
4. E
 nsure effective public health
leadership, coordination, and
workforce.

6. S
 trengthen the healthcare system’s
ability to respond to and recovery
from health emergencies.
7. P
 repare for environmental threats
and extreme weather.

Report Purpose and Methodology
TFAH’s annual Ready or Not report series
tracks states’ readiness for public health
emergencies based on 10 key indicators
that collectively provide a checklist of
top-priority issues and action items for
states and localities to continuously
address. By gathering together timely
data on all 50 states and the District
of Columbia, the report assists states
in benchmarking their performance
against comparable jurisdictions.
TFAH completed this research after
consultation with a diverse group of
subject-matter experts and practitioners.

Ready or Not and the National Health
Security Preparedness Index
The indicators included in this report
were drawn from, and identified in
partnership with, the National Health
Security Preparedness Index (NHSPI),16
with one exception: a measure of state
public health funding-level trends,
which reflects how well-resourced key
agencies are to prepare and respond
to emergencies. The NHSPI is a joint
initiative of the Robert Wood Johnson

Foundation, the University of Kentucky,
and the University of Colorado. (See
“Appendix A: Methodology” for a
detailed description of how TFAH
selected and scored the indicators.)
While state placements in Ready or
Not and the NHSPI largely align,
there are some important differences.
The two projects have somewhat
different purposes and are meant to be
complementary, rather than duplicative.
With more than 100 indicators, the
Index paints a broad picture of national
health security, allowing users to zoom
out and holistically understand the
extent of both individual states’ and the
entire nation’s preparedness for largescale public health threats. In slight
contrast, Ready or Not, with its focus on
10 select indicators, focuses attention on
state performances on a subset of the
Index and spotlights important areas
for stakeholders to prioritize. TFAH
and the NHSPI work together to help
federal, state, and local officials use data
and findings from each project to make
Americans safer and healthier.
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Earning Vaccine Confidence in Communities of Color
Interview with Claude A. Jacob, Dr.PH(c), MPH, the chief public
health officer at the Cambridge, Massachusetts, Public Health
Department, and Maria Lemus, the executive director of Visión y
Compromiso, about barriers—both historic and contemporary—
to COVID-19 vaccinations within communities of color. This
interview was conducted in December 2020.
TFAH: As this report is being finalized,
the United States is nearing a time when
many Americans, particularly those
at the highest risk of infection or the
most serious impact if infected, can be
vaccinated. What are the barriers to high
rates of vaccination in communities of
color and among Tribal nations?
Dr. Jacob: We are fortunate in
Cambridge. Flu vaccine participation is
strong and childhood vaccine compliance
is also very high, which we view as rough
proxies for COVID-19 vaccine acceptance.
That being said, there is a long and
sordid history of abuse and mistreatment
of these communities by the U.S.
government and healthcare system. That
many Black and Brown people continue
to feel deep mistrust of the healthcare
system is understandable. All of us in
healthcare and public health must
understand that this mistrust goes back
to slavery for Black Americans and the
genocide perpetuated against indigenous
people that lasted for centuries.
We have strong relationships with
community organizations, leaders in the
faith community, and others who are well
known and trusted among communities
of color, and we will partner with them
to overcome these barriers to vaccine
uptake. Recent national and state surveys
have told us that Americans view their
personal physician as the most trusted
12
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voice on COVID-19. Given this finding,
we plan to work closely with our hospitals,
ambulatory sites, and healthcare
providers to help spread the message.
Ms. Lemus: There are many barriers.
The ones I’m most concerned about are
myths and misinformation, including
crazy social media propaganda, fear of
adverse reactions, and problems with
vaccine accessibility. High rates of the
uninsured among some populations
groups and misconceptions about who is
at risk are additional concerns.
TFAH: The pace of COVID-19 vaccines
development has been quicker than
many people expected. In some
communities this may mean that
the vaccine will be available before
communications programs about
the vaccine’s safety and availability
have fully taken root. What do those
responsible for vaccine distribution
need to do when distributing the vaccine
under these circumstances?
Dr. Jacob: First of all, we need to
celebrate the news that, so far,
two vaccines have received FDA
emergency use authorization. That
two vaccines were developed, tested,
and manufactured in less than 12
months is a breathtaking achievement.
While we can’t let down our guard on
physical distancing, wearing masks,

and continuing to practice good hand
hygiene, the COVID-19 vaccine marks
a watershed moment in the pandemic.
We now see the light at the end of
the tunnel. At the same time, it’s
understandable that people have many
questions and deep concerns given how
quickly the vaccine was developed and
approved. For communities of color, the
concern over safety comes with a longstanding, entrenched, and well-placed
mistrust of the healthcare system.
Communication will be pivotal
in educating everyone, especially
communities of color, about the safety
and importance of this vaccine. To
start, we need to have communities
of color and physicians of color at the
decision-making table to inform and
ensure a vaccine rollout that is equitable
for all members of our community.
Messaging around the vaccine also
needs to be informed by, and tested
with, communities of color to make
sure that these communication efforts
resonate. We have a superb opportunity
to work with those on the front line
of this pandemic, especially doctors,
nurses, and physicians’ assistants,
to help amplify the message in core
communities. By all accounts, frontline
medical workers are the most trusted
source of health information and they
are the first to be vaccinated, starting
this past December. We should use their
voices of trust and reason to speak to
communities of color about the safety
and critical importance of getting this
vaccine.
Ms. Lemus: It will be imperative to
share data about the vaccine without
jargon and to have trusted messengers
deliver the information. I heard a quote
recently in response to the question,
“Do you know what’s in Tylenol?”: “No,
but I trust it will help me.”

TFAH: A woeful history of mistreatment
of people of color by government and
the healthcare system is at the root of
much of the lack of trust in the COVID19 vaccine within those communities
but there are other barriers to vaccine
access. What are they and how can they
be overcome?
Ms. Lemus: The understandable
distrust of government is going to
be a huge barrier to the vaccine. A
specific example for my community is
the Bracero Program, which between
1942 and 1964, based on a series of
bilateral agreements between the U.S.
and Mexican governments, brought
nearly 4.6 million Mexican citizens
to work on U.S. farms, railroads, and
factories. Those workers experienced
racial and wage discrimination and were
forced to live and work in substandard
conditions. More recently, there
have been allegations of unnecessary
hysterectomies being performed in ICE
detention centers.
The only way to overcome these
histories will be to first acknowledge
them. Leaders must acknowledge and

speak to these injustices; they must
denounce them and support remedies.
They need to give real-time examples
of the efforts being made to engage
with and empower communities and
to correct past wrongs. Only then will
government be able to be heard and
only by using trusted messengers and
community navigators.
It’s also important to remember that
the reasons for distrust of government
within underrepresented communities
is not only about historical legacies;
it is based on current-day events and
climates. However, it can be corrected.
My organization, Visión y Compromiso,
has as its mission providing leadershipdevelopment and capacity-building
opportunities for promotores and
community health workers in over
4,000 communities. These communitybased promotores will have a critical role
to play in reducing vaccine hesitancy
in communities of color. Messaging to
convince people to be vaccinated has to
feature their heroes, their community
leaders, their voices.
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Dr. Jacob: Communities of color have
historically had difficulty accessing
healthcare. Lack of transportation,
work schedules, childcare needs, and
competing financial interests—such as
paying rent and bills—pose significant
barriers to healthcare, as do other social
determinants of health, such as poverty
and lack of education. Even with the
Affordable Care Act—which greatly
expanded access to health insurance
for everyone—Hispanic, Black, and
some Asian communities have lower
insurance coverage rates than any other
population. Many of them remain
uninsured altogether.
The cost of the vaccine is being covered
by the federal government through
tax dollars, but providers can charge
to administer the vaccine, if they
choose. We need to do everything
we can and work with providers to
eliminate fees they may charge in the
interest of overcoming this public
health emergency. When it is available,
we need to bring the vaccine to the
public rather than making people
come to the vaccine. In Cambridge,
the public health department, through
its partnership with the city’s firstresponders and others, have made
free COVID-19 testing available to all
residents (regardless of symptoms)
since July 2020. Starting in November
2020, this “no-barrier,” city-funded
testing program expanded to seven
days a week (from two days/week) and
from two neighborhood sites to four.
These testing sites are geographically
dispersed, and all but one are located in
neighborhoods with disproportionately
high rates of new COVID-19 infections.
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TFAH: What is the importance of where
the COVID-19 vaccine is available in
your community?
Ms. Lemus: Where the vaccine will be
available is another critical issue. The
credibility, location, hours, accessibility,
relationship to community, their
staff, and emissaries are important to
individual and families’ decision to be
vaccinated. Promotores are important
also in gathering information to
contribute to the vaccine distribution
and administration, planning
implementation, and communications.
Community-based organizations
must be included in all planning and
execution; they are a big part of the
solution. Partnering with communitybased organizations allows local officials
to scale means and resources.
Dr. Jacob: As I have already
mentioned, the Cambridge Public
Health Department has had enormous
success with COVID-19 testing and flu
vaccinations by bringing these services
to people in the communities where
they live and work. We have taken
a traditional grassroots approach—
going door to door in harder-hit
neighborhoods and providing
information in eight languages—to build
trust and understanding. We need to
use this same approach with the COVID19 vaccine and build on these robust
community linkages, which are anchored
to the long-standing relationships that we
have with partners on the ground.
TFAH: As the chief public health
officer for the city of Cambridge,
Massachusetts, what is your
department’s role in increasing vaccine

uptake in your community? What
resources do you need to be successful?
Dr. Jacob: Local public health has
an important role and responsibility
in educating communities about the
safety and importance of the COVID-19
vaccine, as it does with all vaccinations.
Once the vaccine is made available
to the general public, the Cambridge
Public Health Department, through its
partnership with city agencies and the
private sector, will be ready to provide
vaccines to residents. Throughout the
pandemic, our department has worked
hand in hand with city partners, especially
first-responders, to provide testing and
flu shots, and we will rely on this strong,
successful relationship to provide the
COVID vaccine. It is critically important
to note that we could not do our work
without strong financial support. Our city
manager, Louis A. DePasquale, and the
Cambridge City Council have provided
financial resources to fight this pandemic
and keep our residents and those who
work in Cambridge safe. They have long
been committed to the important work
of the public health department, which
is enhanced by the Cambridge Health
Alliance led by Dr. Assaad Sayah, who is
the commissioner of public health for the
city of Cambridge.
Dr. Claude A. Jacob is the chief public health
officer for the City of Cambridge, Massachusetts.
He served as the president of the National
Association of City and County Health Officials in
2016–2017.
Maria Lemus is the executive director of Visión
y Compromiso, headquartered in San Francisco,
California. Visión y Compromiso provides
leadership, advocacy, and capacity-development
training to community health workers.

SECTI O N 1:

Every state needs to be prepared to respond to a variety of
potential public health emergencies; such readiness requires
understanding an individual state’s preparedness strengths, risks,
and vulnerabilities. To help states assess their readiness, and to
highlight a checklist of top-priority concerns and action areas,
this report examines a set of 10 select indicators. The indicators,
used consistently year to year, draw heavily from the National
Health Security Preparedness Index (NHSPI), a joint initiative
of the Robert Wood Johnson Foundation, the University of
Kentucky, and the University of Colorado. They capture core
elements of emergency preparedness.

Ready or Not
2021

Based on states’ standing across the 10 indicators (see “Appendix
A: Methodology” for scoring details), TFAH placed states into
three performance tiers: high, middle, and low. (See Table 3.)

SECTION 1: ASSESSING STATE PREPAREDNESS

Assessing State Preparedness

TABLE 3: State Public Health Emergency Preparedness
State performance, by scoring tier, 2020
Performance
Tier

States

Number of
States

High Tier

CO, CT, DC, DE, GA, ID, KS, MA, MD, ME, MS,
NC, NE, NM, OK, RI, UT, VA, VT, WA, WI

20 states and DC

Middle Tier

AL, CA, FL, IA, IL, KY, LA, MI, MN, MT, ND, NJ,
OR, TN, TX

15 states

AK, AR, AZ, HI, IN, MO, NH, NV, NY, OH, PA,
SC, SD, WV, WY

15 states

Low Tier

Note: See “Appendix A: Methodology” for scoring details. Complete data were not available for U.S.
territories.

and administrators. Moreover, some
indicators are under the direct control
of federal and state lawmakers, whereas
improvement in other indicators
requires multisector, statewide efforts,
including by residents.

MARCH 2021

Importantly, the implications of
this assessment, and responsibility
for continuously improving, extend
beyond any one state or local agency.
Such improvement typically requires
sustained engagement and coordination
by a broad range of policymakers
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INDICATOR 1: ADOPTION
OF NURSE LICENSURE
COMPACT
KEY FINDING: 34 states
participate in the Nurse
Licensure Compact.

Workforce shortages can impair a state’s
ability to effectively manage disasters
or disease outbreaks, potentially
resulting in poorer health outcomes for
those affected. This reality was starkly
illuminated by the COVID-19 pandemic
as healthcare capacity in some parts of
the country was overwhelmed by the
number of people needing care. In
an event like a pandemic, the ability
to quickly surge qualified medical
personnel by bringing healthcare
workers from out of state is a key
component of healthcare readiness.
This indicator examines whether states
have adopted legislation to participate
in the Nurse Licensure Compact
(NLC). Launched in 2000 by the
National Council of State Boards of
Nursing, the NLC permits registered
nurses and licensed practical nurses
to practice with a single multistate
license—physically or remotely—in any
state that has joined the compact. The
NLC provides standing reciprocity, with
no requirement that an emergency be
formally declared.
Throughout much of 2020, the COVID19 pandemic placed extraordinary
pressure on hospitals across the country
as surging infections sent admissions
soaring. States that were members of
the NLC were well positioned to bring

16
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in nurses from other member states,
without harmful delays, or to send
nurses to other member states that
were experiencing acute shortages. For
example, New Jersey, which experienced
one of the most severe outbreaks in
spring 2020, began implementing the
NLC, immediately qualifying out-ofstate nurses with a multistate license
to practice.17 “I think the COVID-19
outbreak is going to cause the states
that are not in the compact now to
really take a second look at it,” says NLC
Director Jim Puente. “If the NLC was
expanded to all 50 states, none of the
guesswork with emergency orders would
be necessary because nurses could travel
to other states where they are needed.
No applications, fees, or background
checks would be necessary.”
As of December 2020, 34 states had
adopted the NLC, with Indiana and New
Jersey being the most recent adopters.18
This was a net increase of two since 2019
and eight since 2017. Toni Herron, the
education compliance officer of the
Indiana State Board of Nursing, which
joined the compact on July 1, 2020,
said that the NLC “presents innovative
ways for our Indiana nurses to improve
both access to care for patients, while
simultaneously reducing the regulatory
burden on licensees.” 19

TABLE 4: 34 States Participate in the Nurse Licensure Compact
Participants and nonparticipants, 2020
Participants

Nonparticipants

Alabama

Louisiana

North Dakota

Alaska

Nevada

Arizona

Maine

Oklahoma

California

New York

Arkansas

Maryland

South Carolina

Connecticut

Ohio

Colorado

Mississippi

South Dakota

District of Columbia

Oregon

Delaware

Missouri

Tennessee

Hawaii

Pennsylvania

Florida

Montana

Texas

Illinois

Rhode Island

Georgia

Nebraska

Utah

Massachusetts

Vermont

Idaho

New Hampshire

Virginia

Michigan

Washington

Indiana

New Jersey

West Virginia

Minnesota

Iowa

New Mexico

Wisconsin

Kansas

North Carolina

Wyoming

Kentucky
Note: Indiana and New Jersey joined the NLC in 2020.
Source: National Council of State Boards of Nursing.20
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INDICATOR 2: HOSPITAL
PARTICIPATION IN
HEALTHCARE COALITIONS
KEY FINDING: Widespread
hospital participation in
healthcare coalitions was
common in 2017*; only
four states (California, New
Hampshire, Ohio, and South
Carolina) reported 70 percent
or less of their hospitals
participated in coalitions
supported by the HHS Hospital
Preparedness Program.

The federal Hospital Preparedness
Program (HPP), which is managed
by the HHS Office of the Assistant
Secretary for Preparedness and
Response, provides cooperative
agreements to states, localities,
and territories to develop regional
coalitions of healthcare organizations
that collaborate to prepare for, and
in many cases respond to, medical
surge events.21 Coalitions prepare
members with critical tools, including
medical equipment and supplies,
real-time information, enhanced
communication systems, and exercises
and training for healthcare personnel.22
A healthcare coalition must contain a
minimum of two acute-care hospitals,
emergency medical services, emergency
management, and public health
agencies.23 Healthcare coalitions
invest in local capacity to prepare
for and respond to events, reducing
jurisdictions’ reliance on federal
medical assets during disasters.
Broad and meaningful participation by
hospitals in healthcare coalitions means
that when disaster strikes, systems are
in place to coordinate the response,
freeing hospitals to focus on clinical
care. In the past, healthcare coalitions
have assisted in patient transfer,
evacuations, and information sharing
in events such as Hurricane Harvey
in 2017.24 More recently, the COVID19 pandemic presented the most
intense, widespread, and prolonged
test of U.S. hospital systems in a
century, threatening at several points
to overwhelm facilities’ capacities.
Healthcare coalitions performed
roles such as facilitating the transport
of equipment and supplies, sharing

18
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information about available beds and
ICU capacity, and training healthcare
workers on PPE use, treatments,
and testing guidelines.25 During a
pandemic, coordination across a region
is essential to alleviate pressure on any
single facility, to promote cooperation
and information sharing for supplies
and bed availability, and to facilitate
training of healthcare personnel.26
The extent to which healthcare systems
leveraged the resources of their
coalitions during the pandemic is a
subject that requires further research.
On average, 89 percent of hospitals
in states belonged to a healthcare
coalition in 2017, with universal
participation, meaning every hospital
in the state was part of a coalition, in 17
states (Alaska, Colorado, Connecticut,
Delaware, Hawaii, Louisiana,
Minnesota, Mississippi, Nevada, North
Dakota, Oregon, Rhode Island, South
Dakota, Utah, Vermont, Virginia,
and Washington) and the District of
Columbia. (See Table 5.) However,
some states, such as Ohio (25 percent)
and New Hampshire (47 percent)
lagged behind.
The pandemic exposed major gaps in
healthcare preparedness, mentioned
in TFAH’s 2020 report, including
coordinating surge capacity across
the healthcare system;27 building and
maintaining preparedness for highconsequence infectious diseases;28
preparedness of facilities that serve
people at higher risk, such as long-term
care facilities; and lack of training and
preparedness for events in healthcare.29
Experts have also identified additional
gaps, such as pediatric surge capacity,30
burn capacity and other specialty

care needed for emerging threats,
and ongoing stress on the healthcare
system’s ability to provide emergency
care. While healthcare coalitions
can help address some of these
vulnerabilities, systemwide approaches
to preparedness are needed.

*This summary reflects the latest available
data (2017). Because these data are no
longer being updated, TFAH will consider
replacing this measure in future assessments.

TABLE 5: Widespread Participation of Hospitals in
Healthcare Coalitions
Percent of hospitals participating in healthcare coalitions, 2017
States
AK, CO, CT, DC, DE, HI, LA, MN, MS, NV, ND,
OR, RI, SD, UT, VT, VA, WA

Percent of Participating Hospitals
100%

ID, WI

98%

GA, WV

97%

KS

96%

AL, NE, NC, OK

95%

ME

94%

KY

93%

WY

92%

TN

91%

MI

90%

MD

89%

IL

88%

MO

87%

NY, PA

86%

MT

83%

MA, NJ

82%

AR

81%

IA, TX

80%

IN

75%

FL

73%

AZ

72%

NM

71%

CA

70%

SC

56%

NH

47%

OH

25%

Note: This indicator measures participation by hospitals in healthcare coalitions supported through the
federal Hospital Preparedness Program of the Office of the Assistant Secretary for Preparedness and
Response. The latest available data is from 2017.
Source: NHSPI analysis of data from the Office of the Assistant Secretary for Preparedness and
Response, U.S. Department of Health and Human Services.31
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INDICATORS 3 AND 4:
ACCREDITATION
KEY FINDING: Most states are
accredited by one or both of
two well-regarded bodies—the
Public Health Accreditation
Board and the Emergency
Management Accreditation
Program—but eight are not
accredited by either.

The Public Health Accreditation Board
(PHAB), a nonprofit organization that
administers the national public health
accreditation program, advances quality
within public health departments by
providing a framework and a set of
evidence-based standards against which
they can measure their performance.
Among standards with direct relevance
to emergency preparedness are
assurances of laboratory, epidemiologic,
and environmental expertise to
investigate and contain serious
public health problems, policies, and
procedures for urgent communications
and maintenance of an all-hazards
emergency operations plan.32 Through
the process of accreditation, health
departments identify their strengths
and weaknesses, increase their
accountability and transparency, and
improve their management processes,
which all promote continuous quality
improvement.33
Emergency management, as defined
by the Emergency Management
Accreditation Program (EMAP),
encompasses all organizations in a
given jurisdiction with emergency or
disaster functions, which may include
prevention, mitigation, preparedness,
response, and recovery. The EMAP
helps applicants ensure—through
self-assessment, documentation, and
peer review—that they meet national
standards for emergency response
capabilities.34
The PHAB and the EMAP each provide
important mechanisms for improving
evaluation and accountability.
Accreditation by these entities
demonstrates that a state’s public
health and emergency management
systems are capable of effectively
responding to a range of health
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threats. The priority capabilities that
the PHAB and the EMAP test include
identification, investigation, and
mitigation of health hazards; a robust
and competent workforce; incident,
resource, and logistics management;
and communications and communityengagement plans.35,36 States sometimes
aim to meet applicable standards but do
not pursue accreditation.
As of December 2020, 29 states and the
District of Columbia were accredited
by both the PHAB and the EMAP—a
net increase of one (Delaware and
Georgia are now accredited by the
EMAP; Maryland transitioned from
being accredited by both bodies to the
PHAB only, with the EMAP providing
conditional accreditation) since
November 2019. Nevada is once again
accredited by the EMAP, alongside an
additional 12 states that have received
accreditation from one or the other.
(See Table 6.) “Over the last eighteen
months we have worked diligently
to review our processes, plans, and
relationships,” said the director of
Delaware’s Emergency Management
Agency, A.J. Schall. “Over that time,
we learned a tremendous amount and
modernized procedures.”37
Just eight states (Alaska, Hawaii,
Indiana, New Hampshire, South Dakota,
Texas, West Virginia, and Wyoming)
received no accreditation from either
body. A state without an accreditation
has not necessarily been denied
accreditation; the state may not have
pursued accreditation. This analysis
includes state-level accreditations
only, it does not include accredited
local or tribal health departments. In
some instances, local public health
departments have an accreditation in
states that do not.

TABLE 6: 42 States and the District of Columbia Accredited by the PHAB and/or EMAP
Accreditation status by state, December 2020

PHAB and EMAP

PHAB only

EMAP only

No Accreditation

Alabama

Idaho

New Mexico

Maine

Kentucky

Alaska

Arizona

Illinois

New York

Maryland

Michigan

Hawaii

Arkansas

Iowa

North Dakota

Minnesota

Nevada

Indiana

California

Kansas

Ohio

Montana

North Carolina

New Hampshire

Colorado

Louisiana

Oklahoma

Oregon

South Carolina

South Dakota

Connecticut

Massachusetts

Pennsylvania

Washington

Tennessee

Texas

Delaware

Mississippi

Rhode Island

Virginia

West Virginia

District of Columbia

Missouri

Utah

Florida

Nebraska

Vermont

Georgia

New Jersey

Wisconsin

29 states + DC

Wyoming

6 states

7 states

8 states

Note: These indicators track accreditation by the PHAB and the EMAP. TFAH classified states with conditional or pending accreditation at the time of data
collection as having no accreditation. States sometimes aim to meet applicable standards but do not pursue accreditation.
Sources: NHSPI analysis of data from the PHAB and the EMAP.38
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INDICATOR 5: STATE
PUBLIC HEALTH
FUNDING TRENDS
Key Finding: Most states held
their public health funding
steady or increased it in FY
2020, but seven reduced
funding.

The COVID-19 pandemic showed how
sufficient and sustained funding for a
comprehensive public health system is
integral to preparedness and response,
including the ability to detect, prevent, and
control disease outbreaks and mitigate the
health consequences of disasters. General
public health capabilities—such as those
pertaining to epidemiology, environmental
hazard detection and control, infectious
disease prevention and control, and risk
communications—and targeted emergency
response resources are necessary to ensure
that officials maintain routine capabilities
and that surge capacity is readily available
for emergencies. A trained and standing
public health workforce, and one that
knows its community, is critical to the surge
capacity that is so often necessary during
an emergency.
According to the Public Health Activities
and Services Tracking project at the
University of Washington, state public
health programming and services span
six core areas:39
1. Communicable disease control. Public
health services related to communicable
disease epidemiology, hepatitis,
HIV/AIDS, immunization, sexually
transmitted diseases, tuberculosis, etc.
2. C
 hronic disease prevention. Public
health services related to asthma,
cancer, cardiovascular disease,
diabetes, obesity, tobacco, etc.
3. I njury prevention. Public health
services related to firearms, motor
vehicles, occupational injuries,
senior fall prevention, substanceuse disorder, other intentional and
unintentional injuries, etc.
4. Environmental public health. Public
health services related to air and water
quality, fish and shellfish, food safety,
hazardous substances and sites, lead,
onsite wastewater, solid and hazardous
waste, zoonotic diseases, etc.
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5. M
 aternal, child, and family health.
Public health services related to
the coordination of services; direct
service; family planning; newborn
screening; population-based
maternal, child, and family health;
supplemental nutrition; etc.
6. A
 ccess to and linkage with clinical
care. Public health services related to
beneficiary eligibility determination,
provider or facility licensing, etc.
The overall infrastructure of public
health supports states’ ability to promote
health equity, build resilience in the
population, and carry out emergency
response activities. But public health
funding is typically discretionary, making
it vulnerable to neglect or retrenchment,
especially when times are tight. This can
undermine emergency preparedness
activities and weaken response and
recovery efforts. State investment in public
health is important for the operations of
health agencies: about 28 percent of state
and territorial health department revenues
are from state sources,40 while 21 percent
of local health department revenue is from
state sources, on average.41
Fortunately, 43 states and the District
of Columbia maintained or increased
public health funding in FY 2020. (See
Table 7.) But seven states reduced
the money they directed to these vital
activities, increasing the likelihood
that they will be less prepared and
less responsive in the moments that
matter most. (This indicator does not
assess the adequacy of states’ public
health funding. It should also be noted
that due to inflation and population
growth, stable funding is in some cases
a funding reduction.) The COVID-19
economic recession has already had a
severe impact on state revenue,42 which
could constrain state public health
funding levels over the coming years.

TABLE 7: State Public Health Funding Held
Stable or Increased in 43 states and DC

Public Health Funding, by state FY 2019 – 2020
State
Percentage Change
Alabama
Alaska
Arizona
Arkansas
California
Colorado
Connecticut
Delaware
District of Columbia
Florida
Georgia
Hawaii
Idaho
Illinois
Indiana
Iowa
Kansas
Kentucky
Louisiana
Maine
Maryland
Massachusetts
Michigan
Minnesota
Mississippi
Missouri
Montana
Nebraska
Nevada
New Hampshire
New Jersey
New Mexico
New York
North Carolina
North Dakota
Ohio
Oklahoma
Oregon
Pennsylvania
Rhode Island
South Carolina
South Dakota
Tennessee
Texas
Utah
Vermont
Virginia
Washington
West Virginia
Wisconsin
Wyoming

-4%
118%
52%
-2%
40%
9%
8%
8%
2%
8%
3%
-2%
2%
7%
0%
-3%
13%
1%
3%
24%
4%
4%
14%
78%
2%
-1%
2%
7%
15%
11%
2%
8%
0.3%
2%
31%
13%
29%
0.5%
-0.4%
3%
3%
2%
9%
28%
9%
7%
-6%
6%
6%
2%
8%

floridastock

Note: While states received federal one-time COVID response funding, those
funds are not included in these tallies, as all federal funds are excluded
from this measure. However, in some cases, state funding for pandemic
response may have been included in the data reported to TFAH. For some
states, COVID response funding may have resulted in an increase in the
state’s overall public health expenditure for the year. Other states may have
reallocated money from one line to another with little impact on the overall
funding level.
Owing to differences in organizational responsibilities and budgeting,
funding data are not necessarily comparable across states. See “Appendix
A: Methodology” for a description of TFAH’s data-collection process,
including its definition of public health funding.
Source: TFAH analysis of states’ publicly available funding data.
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INDICATOR 6:
COMMUNITY WATER
SYSTEM SAFETY
KEY FINDING: Few Americans
drink from community water
systems that are in violation
of applicable health-based
standards required by the Safe
Drinking Water Act. But room
for improvement remains.

Access to safe water is essential for
consumption, sanitation, and the
efficient operation of the healthcare
system. In the United States, the vast
majority of the population gets water
from a public water system,43 and
the U.S. Environmental Protection
Agency (EPA) sets legal limits on
contaminants in drinking water,
including microorganisms, disinfectants,
and their byproducts, chemicals, and
radionuclides;44 the EPA also requires
states to periodically report drinkingwater quality information.45 Water
systems must report any violations,
such as failing to follow established
monitoring and reporting schedules,
failing to comply with mandated
treatment techniques, violating any
maximum contaminant levels, and
failing to meet customer-notification
requirements.46
The United States has one of the
safest public drinking-water supplies
in the world, but some communities,
particularly low-income communities,
struggle to maintain constant access
to safe water. When water safety issues
occur, it can require a multisector
emergency response, as well as a longterm public health response. The
most prominent water-contamination
crisis in recent years occurred in Flint,
Michigan, where a 2014 change in
water supply caused distribution pipes
to corrode and to leach lead and
other contaminants into the drinking
water. Tens of thousands of residents,
including young children, were exposed
to high levels of lead and other toxins.47
In 2019, residents of Newark, New
Jersey, had to rely on bottled water
due to high levels of lead in their tap
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water.48 In children, even low levels of
lead exposure can damage the nervous
system and contribute to developmental
delays, learning disabilities, weight
and hearing loss.49 These incidents
could have long-term consequences on
the health and brain development of
children, as well as the mental health
and trust of the community.
As climate change contributes to more
frequent wildfires, a residual danger
is the release of toxic chemicals into
community water systems. For example,
months after the deadly Camp Fire in
Paradise, California, in 2018, experts still
advised residents not to drink or cook
with the water due to concerns about
benzene contamination.50,51 Among the
health effects of long-term exposure to
unsafe levels of benzene is a decrease in
red blood cells, which can lead to anemia.
It can also cause excessive bleeding and
can affect the immune system, increasing
the chance for infection.52
Other water-related emergencies and
concerns in the United States include
harmful algal blooms,53 which can
impact human and animal health,
the safety of seafood, damage the
economies of affected communities,
increase the presence of toxic chemicals
like per- and polyfluoroalkyl substances
(PFAS), and reduce the availability of
clean water during power outages,54 a
particular concern in rural areas where
smaller utilities may not have enough
backup power to meet the demands of
the water and sewage services. Water
shortages can have a particularly dire
impact on healthcare systems, which
rely on clean water for many procedures
and hygiene practices.

New CDC data indicate waterborne
pathogens cause nearly 7,000 deaths,
seven million illnesses and more
than $3 billion in healthcare costs
each year. The risks around drinking
water disproportionately threaten
communities of color, highlighting the
impact historical structural racism and
continued institutional bias can have on
a critical resource most Americans take
for granted. In some areas, redlining has
kept peri-urban communities of color,
tribal lands and rural agricultural areas
out of municipal water systems, thereby
increasing their potential exposure
to waterborne illness. In addition,

older buildings are more vulnerable to
waterborne pathogens in their pipes.55
According to the EPA, across the nation,
5 percent of state residents on average
used a community water system in
2019 that failed to meet all applicable
health-based standards, down from 7
percent in 2018. That share was 0 to 1
percent in Hawaii, Maryland, Minnesota,
Nevada, North Dakota, Vermont, and
Washington. (See Table 8.) But in four
states (New Jersey, New York, Oregon,
and West Virginia), more than 15
percent of residents used a community
water system with health-based violations.

TABLE 8: Few Americans Used Contaminated
Community Water Systems

Percent of state populations who used a community water system in
violation of health-based standards, 2019
States

Percent of Population

HI, MD, MN, ND, NV, VT, WA

0%

CA, ID, IL, IN, ME, OH

1%

AL, CO, DE, MI, NC, NE, NH, WY

2%

CT, FL, SC, VA

3%

AK, IA, KY, RI, SD, TN, TX,

4%

AZ, DC, KS, UT, WI

5%

NM

6%

GA, MA

7%

AR, MS, MT

8%

MO, PA

9%

LA

13%

OK

15%

NJ, OR, WV

16%

NY

45%

Note: The EPA estimates that more than 13 million American households get their drinking water from
private wells.56 The data reported by this indicator do not reflect the water quality of those households.
Only regulated contaminants are measured. These data do not include water safety on Indian
reservations.
According to health officials in New York, a drinking water system in New York City is in violation
because of an uncovered reservoir, but it has no current violations with respect to contaminants.
Source: NHSPI analysis of data from the EPA.57

TFAH • tfah.org

25

INDICATOR 7: USE OF
PAID TIME OFF
KEY FINDING: Just over half of
workers in states, on average,
used some type of paid time
off—sick leave, vacation,
holidays—in 2019. Most states
were closely clustered to that
midpoint, with few outliers.

Note: The specification of this indicator has
been adjusted slightly from a measure of those
who received paid time off to a measure of
those who used it.
The need for paid time off was obvious
during the pandemic, when frontline
and essential workers—people who
could not work from home during the
outbreak—were often compelled to work
when sick themselves or caring for a
sick family member. Black and Hispanic
workers typically have less access to paid
sick leave and are overrepresented in
groups of frontline workers.58
When workers without paid leave get
sick, they face the choice of going to
work and potentially infecting others or
staying home and losing pay—or even
their jobs. They encounter similarly
impossible decisions when a child or
another dependent family member
gets sick. Therefore, access and the
ability to use job-protected paid time
off, especially dedicated paid sick leave,
can strengthen infection control and
resilience in communities by reducing
the spread of contagious diseases and
bolstering workers’ financial security. This
is particularly important for industries
and occupations that require frequent
contact with the public. For example,
people working in food service, older
adults and nursing care facilities and
childcare commonly have no paid sick
leave.59 Low-wage workers60 and workers
of color are also less likely to have access
to paid leave compared with white and
higher-earning workers.61 This often leads
employees to work throughout an illness
or return to work before their symptoms
have fully subsided, when time off could
have dramatically reduced the potential
of workplace infections.62,63
The public health benefit is clear: at
a societal level, flu rates have been
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shown to be lower in cities and states
that mandate paid sick leave.64,65 When
employees who previously did not have
access are granted paid or unpaid sick
leave, rates of flu infections decrease.66
During the COVID-19 pandemic, studies
consistently showed that access to paid
sick leave helped slow the spread of the
virus.67 The Families First Coronavirus
Response Act helped temporarily
address this issue for employers
with fewer than 500 employees and
certain public employers, temporarily
requiring employees to be paid sick
leave benefits under certain conditions.
This helped reduce the spread of the
virus in workplaces and communities by
removing a barrier to employees staying
home when necessary. However, these
protections expired on December 31,
2020, despite the ongoing need for the
use of paid leave to control the pandemic;
instead, Congress provided a tax credit
for employers to offer paid sick leave.68
But many workers, particularly lowwage workers, did not have access to
paid sick leave during the pandemic
and were therefore left to make
impossible choices between protecting
their health and that of their family
or protecting their financial security.
State paid leave laws helped in a few
jurisdictions. Beginning in March 2020,
two states with existing state paid sick
leave policies, California and Rhode
Island, experienced large increases
in temporary disability and family
caregiving leave claims. California
claims rose by 43 percent between
February and March 2020.69 Rhode
Island claims nearly tripled between
February and March 2020.70 A January
Biden administration proposal, if
adopted by Congress, would provide
paid leave to people who are: sick with

Covid-19 symptoms; quarantining
because of Covid-19 exposure; needing
time off to get the vaccine; caring for
family members who are sick with
Covid-19 symptoms; caring for children
whose school or day care center is
closed because of the pandemic; caring
for older relatives or adult dependents
whose long-term care facility is closed
because of the pandemic.71
Paid time off also increases access to
preventive care among workers and their
families, including routine checkups,
screenings, and immunizations. Delaying
or skipping such care can result in poor
health outcomes and can ultimately lead
to costlier treatments. Workers without
paid sick days are less likely to get a flu
shot, and their children are less likely to

receive routine checkups, dental care,
and flu shots.72
In 2019, 55 percent of workers in states,
on average, took some type of paid time
off—the same percentage as in 2018—
according to the Current Population
Survey, which is sponsored jointly by
the U.S. Census Bureau and the U.S.
Bureau of Labor Statistics.73 Connecticut
(64 percent), the District of Columbia
(65 percent), Mississippi and Oregon
(63 percent), and Texas (68 percent)
stood out as states where relatively
high percentages of workers used such
benefits, whereas fewer workers used
them in Arkansas (45 percent), South
Carolina (45 percent), South Dakota
(44 percent), Utah (45 percent), and
Wyoming (47 percent).74 (See Table 9.)

TABLE 9: 55 Percent of Workers, On Average,
Used Paid Time Off

Percent of employed population that took paid time off, 2019
States

Percent of Workers

TX
DC
CT

68%
65%
64%

MS, OR

63%

MD, NM, NY
AK, IA, WA
GA, HI, MA
MT, VA
NE
CA, CO, KS, RI, VT, WI
AL, IL, NV, OK, WV
FL, NH
LA, MO, TN
MN, NJ
ID, IN, ME, NC, ND, PA
MI, OH
AZ, DE, KY
WY
AR, SC, UT
SD

61%
60%
59%
58%
57%
56%
55%
54%
53%
52%
51%
49%
48%
47%
45%
44%

Note: Paid time off includes sick leave, vacations, and holidays. The data are measured based on a
survey of a sample of the general population. The specification of this indicator has been adjusted
slightly from a measure of those who received paid time off to a measure of those who used it.
Source: NHSPI analysis of data from the Annual Social and Economic Supplement of the Current
Population Survey.75
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INDICATOR 8: FLU
VACCINATION RATE
KEY FINDING: Flu vaccination
coverage rose for the second
consecutive year during the
2019–2020 season, with a
greater share of every age
group analyzed receiving a
vaccine. Overall, 52 percent of
U.S. residents ages 6 months or
older received vaccinations—
still well below the overall
target level of 70 percent of the
population vaccinated annually.
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The CDC recommends that, with few
exceptions, everyone ages 6 months
or older get vaccinated for seasonal
influenza annually; yet, year after year,
even with a steady increase among
adults over the past three decades,
coverage estimates indicate that just over
half of Americans do.76 Healthy People
2030 set federal 10-year benchmarks for
improving the health of all Americans,
including an overall seasonal influenza
vaccination-rate target of 70 percent
annually.77
Vaccination is the long-standing best
prevention against the seasonal flu,
particularly for people at high risk of
severe flu-related outcomes, including
people with certain chronic health
conditions and older adults, groups that
are also at higher risk from COVID-19.
In addition to protecting Americans
from the seasonal flu, establishing
a cultural norm of vaccination,
building vaccination infrastructure,

and establishing policies that support
vaccinations can help prepare the
country to vaccinate all Americans
quickly during the pandemic. A major
concern as the 2020–2021 flu season
opened was that a high incidence of
seasonal flu coupled with the amount
of illness caused by the pandemic
would overwhelm health systems.
During 2021, as the country works to
deliver the COVID-19 vaccine, seasonal
flu vaccination programs provide
important process lessons, networks,
communications strategies, and goals
for the COVID-19 vaccination effort.
Under the Affordable Care Act, all
routine vaccines recommended by the
Advisory Committee on Immunization
Practices, including flu vaccines, are
fully covered when provided by innetwork providers, except in states
that have not expanded their Medicaid
programs in accordance with the act.
Some barriers to flu vaccination may

include a belief that the vaccine does not work very well;
misconceptions about the safety of the vaccine;78 or a belief
that the flu does not carry serious risks.79 State laws may
also make it more difficult for parents to get their children
vaccinated by a pharmacist, as some states do not allow
children to get flu vaccines at a pharmacy and even more have
age restrictions and/or require a physician’s prescription.
During the 2019–2020 flu season, 52 percent of residents
ages 6 months or older were vaccinated, according to the
CDC, the highest rate in at least a decade. This was a notable
uptick from 42 percent during the 2017–2018 flu season. One
possible explanation is the increased awareness of the public,
clinicians, and public health officials about the importance of
vaccination, owing to the high number of illnesses and deaths
two years prior. The major role that vaccination will play in the
country’s—and the world’s—recovery from the extraordinarily
deadly COVID-19 pandemic will, hopefully, make an indelible
impression on all Americans about the value of vaccination.
Across the country, states have taken noteworthy actions
to vaccinate residents against seasonal flu. For example,
during the 2018–2019 flu season, the Tennessee Department
of Health organized statewide Fight Flu TN events with
vaccination clinics, and last year, it launched a statewide media
campaign.80 The state’s flu vaccine rate (ages 6 months or
older) increased from 36 percent during the 2017–2018 flu
season to 49 percent during the 2019–2020 season. Indiana’s
Department of Health has also engaged in focused efforts
to increase vaccination rates, particularly among people
who are uninsured or underinsured. One way it has done
this is by partnering with local health departments and
pharmacies to provide vaccinations, and by working with the
Indiana Immunization Coalition to create education and
outreach materials and social media messaging.81 Indiana’s
flu vaccination rate (ages 6 months or older) improved from
37 percent for the 2017–2018 flu season to 51 percent for the
2019–2020 season.
Rhode Island (61 percent), Connecticut (61 percent), and
Massachusetts (61 percent) had the highest coverage, while
vaccination rates were lowest in Nevada (44 percent), Florida
(45 percent), and Idaho (45 percent). (See Table 10.)
Children, particularly young children, were more likely to
receive vaccinations than were adults. Nearly 64 percent of
those ages 6 months to 17 years received vaccinations in 2019–
2020, compared with 48 percent of adults.82

TABLE 10: Just Over Half of Americans
Received a Seasonal Flu Vaccination

States’ seasonal flu vaccination rates for people ages
6 months or older, 2019–2020
State

Vaccination Rate,
Ages 6 Months or Older

Rhode Island
Connecticut
Massachusetts
Virginia
South Dakota
Nebraska
Wisconsin
Maryland
District of Columbia
New Hampshire
Vermont
Iowa
North Dakota
Minnesota
Washington
Pennsylvania
North Carolina
Colorado
Maine
Delaware
Arkansas
Kansas
New Jersey
Oklahoma
New Mexico
New York
Illinois
West Virginia
Utah
Oregon
California
Hawaii
Ohio
Kentucky
Indiana
South Carolina
Missouri
Michigan
Montana
Tennessee
Alabama
Louisiana
Texas
Wyoming
Arizona
Georgia
Mississippi
Alaska
Idaho
Florida

60.9
60.7
60.6
58.8
58.7
58.3
58.3
57.8
57.6
57.6
57
56.6
56.5
56.3
56.3
56.1
55.8
55.6
55.6
55
54.9
54.5
54
54
53.2
52.9
52.2
52.2
51.9
51.4
51.3
51
51
50.9
50.8
50.7
50.2
49.7
49.6
49.1
48.4
47.5
47.3
47.3
46.5
45.9
45.9
45.8
44.9
44.5

Nevada

44.4

Note: Data are calculated from a survey sample, with a corresponding
sampling error.
Source: Centers for Disease Control and Prevention.83,84
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INDICATOR 9: PATIENT SAFETY IN
HOSPITALS
KEY FINDING: On average, 31 percent of hospitals
received an “A” grade in the fall 2020 hospital
safety assessment administered by the Leapfrog
Group, a nonprofit advocate for safety, quality, and
transparency in hospitals.

Every year, hundreds of thousands of people die from
hospital errors, injuries, accidents, and infections, collectively
making such incidents a leading cause of death in the United
States.85,86 Keeping hospital patients safe from preventable
harm is an important element of preparedness; those hospitals
that excel in safety are less likely to cause or contribute to a
public health emergency and are better positioned to handle
any emergencies that put routine quality standards to the test.
During the COVID-19 pandemic, hospitals were an active
setting for viral transmission, threatening the safety of
patients, staff and visitors, and also discouraging people in
need of urgent or emergency care from going to the ER,
likely contributing to overall excess mortality.87 But universal
masking and availability and proper use of PPE, in addition to
other steps, such as adequate ventilation, limiting the sharing
of patient rooms, and universal hand hygiene, proved to be
critical in preventing outbreaks in hospitals.
The Leapfrog Group calculates its hospital safety score by
using 28 evidence-based metrics that measure the success
of healthcare processes and outcomes. The measures track
such issues as healthcare-associated infection rates, the
number of available beds and qualified staff in intensivecare units, patients’ assessments of staff communications
and responsiveness, and a hospital’s overall culture of error
prevention.88 These measures are especially critical for health
systems’ readiness for emergencies and outbreak prevention
and control, which include workforce training and availability,
surge capacity, and infection-control practices.
In the Leapfrog Group’s fall 2020 assessment, 31 percent
of general acute-care hospitals across the United States, on
average, met the requirements for an “A” grade—a slight
increase from fall 2018, when the share was 28 percent. But
results varied widely state to state, from no hospitals in Alaska,
North Dakota, or South Dakota receiving the top score, to a
majority of hospitals doing so in Maine (63 percent), Idaho
(58 percent), Delaware (57 percent), Massachusetts (57
percent), Oregon (55 percent), Virginia (53 percent), and
North Carolina (52 percent). (See Table 11.)
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TABLE 11: Hospital Patient Safety Scores
Vary Significantly by State

States percentage of hospitals with “A” grade, fall 2020
State
Percent of Hospitals
Maine
Idaho
Delaware
Massachusetts
Oregon
Virginia
North Carolina
Vermont
Colorado
Pennsylvania
Utah
Hawaii
Texas
Michigan
Washington
Maryland
New Jersey
Ohio
Florida
California
Kentucky
South Carolina
Illinois
Tennessee
Wyoming
Georgia
Kansas
Connecticut
Mississippi
Louisiana
Rhode Island
Arizona
Wisconsin
Missouri
Minnesota
Oklahoma
Montana
Nevada
District of Columbia
Alabama
Indiana
New Mexico
Iowa
New Hampshire
New York
Arkansas
Nebraska
West Virginia
Alaska
North Dakota
South Dakota

63%
58%
57%
57%
55%
53%
52%
50%
48%
47%
46%
45%
43%
43%
40%
38%
37%
37%
36%
36%
36%
34%
34%
33%
33%
32%
32%
32%
30%
29%
29%
26%
24%
24%
23%
23%
22%
21%
20%
20%
19%
17%
16%
15%
10%
7%
6%
5%
0%
0%
0%

Note: This measure captures only general acute-care hospitals.
Source: The Leapfrog Group.89
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INDICATOR 10: STATE
SURGE CAPACITY
KEY FINDING: Every state
reported having a plan in 2020
for a six- to eight-week surge in
laboratory-testing capacity to
respond to an outbreak or other
public health event.

Public health laboratories have been
essential to emergency response and
effective disease surveillance systems
throughout the pandemic. They help
detect and diagnose health threats as
they emerge, and they track and monitor
the spread of those threats, which can
help public health officials learn how
to control them. Public health labs
exist in every state and territory and
are the backbone of the Laboratory
Response Network (LRN), a national
network of laboratories that provide the
infrastructure and capacity to respond to
public health emergencies.90
When a disaster or disease outbreak
strikes, public health laboratories must
be able to surge to meet increased
demand, just like hospitals and other
responders. The Association of Public
Health Laboratories defines internal
surge capacity as a “sudden and sustained
increase in the volume of testing that a
LRN reference laboratory can perform
in an emergency situation, implementing
substantial operational changes as defined
in laboratory emergency response plans
and using all resources available within
the laboratory.”91 Surging capacity can
require staff movement or reassignment,
extra shifts, and hiring. Labs also have
to plan for infrastructure factors, such as
sufficient biological safety cabinets and
chemical fume hoods; amount and type of
supplies; space for intake, processing, and
storage of samples; versatility and capacity
of analytical equipment and instruments;
availability of PPE; and power supply.92
It should also be noted that while the
existence of surge plans are important,
these plans have to be funded, tested, and
regularly updated.
State public health laboratories have
been critical assets throughout the
COVID-19 pandemic, especially in
early 2020, when they were the only
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laboratories outside the CDC authorized
to conduct testing.93 Despite early
challenges in the tests rolled out to states,
at least one public health laboratory in
every state, DC, Puerto Rico, and Guam
was able to test for COVID-19 as of
June 2020.94 Testing capacity increased
over time, as private labs received
authorization and ramped up capacity,
and as a variety of rapid molecular tests
were manufactured and approved for use
at home; but the processing of the CDC’s
2019-nCoV Real-Time RT-PCR Diagnostic
Panel assisted officials throughout with
monitoring the course of the pandemic.
Still, the country’s testing capacity never
reached what most experts argued was
necessary to allow for comprehensive,
timely surveillance of the virus’s spread
during the height of the pandemic. This
problem was most acute in spring 2020,
when an estimated one in 10 infections
were confirmed, improving somewhat to
roughly one in three in late 2020.95,96
In addition, public health laboratories
are studying the genetic sequencing of
the COVID-19 virus to identify variants.
Such genomic surveillance is critical
to understanding and preventing the
spread of the virus but more federal
funding is needed to support the work.97
Going forward, some challenges to the
effectiveness of public health laboratory
preparedness include funding
gaps to invest in infrastructure and
modernization, workforce shortages,
a lack of standardized platforms to
exchange data electronically, and a
limited ability to detect radiological,
nuclear, and chemical threats.98
In 2020, the District of Columbia and
all states reported to the Association of
Public Health Laboratories that they
had a plan for a six- to eight-week surge
in testing capacity, a net increase of six
since 2017 and 2018. (See Table 12.)

TABLE 12: Every State Planned for a Laboratory Surge.
State public health laboratories with a plan for a six- to eight-week surge in
testing capacity, 2020
Had a Plan

Alabama

Illinois

Montana

Rhode Island

Alaska

Indiana

Nebraska

South Carolina

Arkansas

Iowa

Nevada

South Dakota

Arizona

Kansas

New Hampshire

Tennessee

California

Kentucky

New Jersey

Texas

Colorado

Louisiana

New Mexico

Utah

Connecticut

Maine

New York

Vermont

Delaware

Maryland

North Carolina

Virginia

District of Columbia

Massachusetts

North Dakota

Washington

Florida

Michigan

Ohio

West Virginia

Georgia

Minnesota

Oklahoma

Wisconsin

Hawaii

Mississippi

Oregon

Wyoming

Note: This indicator tracks only the existence of
a plan, not its quality or comprehensiveness, or
the frequency with which it is used or tested.

Idaho

Missouri

Pennsylvania

Vermont

Source: Association of Public Health
Laboratories.99
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TABLE 13: INDICATORS OF PUBLIC HEALTH EMERGENCY PREPAREDNESS
Nurse Licensure
Compact (NLC)

Hospital Preparedness
Program

Alabama
Alaska
Arizona
Arkansas
California
Colorado
Connecticut
Delaware
D.C.
Florida
Georgia
Hawaii
Idaho
Illinois
Indiana
Iowa
Kansas
Kentucky
Louisiana
Maine
Maryland
Massachusetts
Michigan
Minnesota
Mississippi
Missouri
Montana
Nebraska
Nevada
New Hampshire
New Jersey
New Mexico
New York
North Carolina
North Dakota
Ohio
Oklahoma
Oregon
Pennsylvania
Rhode Island
South Carolina
South Dakota
Tennessee
Texas
Utah
Vermont
Virginia
Washington
West Virginia
Wisconsin

3

3
3

Percent of hospitals
participating in health care
coalitions, 2017
95%
100%
72%
81%
70%
100%
100%
100%
100%
73%
97%
100%
98%
88%
75%
80%
96%
93%
100%
94%
89%
82%
90%
100%
100%
87%
83%
95%
100%
47%
82%
71%
86%
95%
100%
25%
95%
100%
86%
100%
56%
100%
91%
80%
100%
100%
100%
100%
97%
98%

Wyoming

3

92%

N/A

89%

State participates in
NLC, 2020

51-state average

3
3
3
3
3
3
3
3
3
3
3
3
3
3

3
3
3
3
3
3
3
3
3
3

3
3
3
3
3
3

Public Health
Emergency Management
Accreditation Board Accreditation Program
(PHAB)
(EMAP)

Public Health
Funding

Water Security
Percent of population who used a
community water system in violation
of health-based standards, 2019
2%
4%
5%
8%
1%
2%
3%
2%
5%
3%
7%
0%
1%
1%
1%
4%
5%
4%
13%
1%
0%
7%
2%
0%
8%
9%
8%
2%
0%
2%
16%
6%
45%
2%
0%
1%
15%
16%
9%
4%
3%
4%
4%
4%
5%
0%
3%
0%
16%
5%

3

3

Percentage
change, FY
2019-20
-4%
118%
52%
-2%
40%
9%
8%
8%
2%
8%
3%
-2%
2%
7%
0%
-3%
13%
1%
3%
24%
4%
4%
14%
78%
2%
-1%
2%
7%
15%
11%
2%
8%
0%
2%
31%
13%
29%
0%
0%
3%
3%
2%
9%
28%
9%
7%
-6%
6%
6%
2%
8%

2%

N/A

N/A

12%

5%

Accredited by PHAB,
2020

Accredited by EMAP,
2020

3

3

3
3
3
3
3
3
3
3
3

3
3
3
3
3
3
3
3
3

3
3

3
3

3
3

3
3
3
3

3
3
3
3
3
3
3
3
3

3
3
3
3
3
3
3
3
3

3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3

3
3

3
3
3

3

Note: See “Appendix A: Methodology” for a description of TFAH’s data-collection process and scoring details. States with conditional or pending accreditation at the time of data collection were classified as having no
accreditation. Some state residents use private drinking-water sources, rather than community water systems. Private sources are not captured by these data. Only regulated contaminants are measured. Paid time off
includes sick leave, vacations, and holidays. The patient safety measure captures only general acute-care hospitals.
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TABLE 13: INDICATORS OF PUBLIC HEALTH EMERGENCY PREPAREDNESS
Paid Time Off

Seasonal Flu Vaccination

Percent of employed
population who used
paid time off, 2019
55%
60%
48%
45%
56%
56%
64%
48%
65%
54%
59%
59%
51%
55%
51%
60%
56%
48%
53%
51%
61%
59%
49%
52%
63%
53%
58%
57%
55%
54%
52%
61%
61%
51%
51%
49%
55%
63%
51%
56%
45%
44%
53%
68%
45%
56%
58%
60%
55%
56%

Seasonal flu vaccination rate
for people ages 6 months or
older, 2019–20
48.4
45.8
46.5
54.9
51.3
55.6
60.7
55
57.6
44.5
45.9
51
44.9
52.2
50.8
56.6
54.5
50.9
47.5
55.6
57.8
60.6
49.7
56.3
45.9
50.2
49.6
58.3
44.4
57.6
54
53.2
52.9
55.8
56.5
51
54
51.4
56.1
60.9
50.7
58.7
49.1
47.3
51.9
57
58.8
56.3
52.2
58.3

Wyoming

47%

47.3

33%

3

Low

51-state average

55%

52.8

31%

N/A

N/A

Alabama
Alaska
Arizona
Arkansas
California
Colorado
Connecticut
Delaware
D.C.
Florida
Georgia
Hawaii
Idaho
Illinois
Indiana
Iowa
Kansas
Kentucky
Louisiana
Maine
Maryland
Massachusetts
Michigan
Minnesota
Mississippi
Missouri
Montana
Nebraska
Nevada
New Hampshire
New Jersey
New Mexico
New York
North Carolina
North Dakota
Ohio
Oklahoma
Oregon
Pennsylvania
Rhode Island
South Carolina
South Dakota
Tennessee
Texas
Utah
Vermont
Virginia
Washington
West Virginia
Wisconsin

Patient Safety
Percentage of hospitals with “A”
grade, fall 2020
20%
0%
26%
7%
36%
48%
32%
57%
20%
36%
32%
45%
58%
34%
19%
16%
32%
36%
29%
63%
38%
57%
43%
23%
30%
24%
22%
6%
21%
15%
37%
17%
10%
52%
0%
37%
23%
55%
47%
29%
34%
0%
33%
43%
46%
50%
53%
40%
5%
24%

Public Health Lab Capacity
Public health laboratories had a
plan for a six- to eight-week surge
in testing capacity, 2020
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3

State Performance
Scoring tier, 2020
Middle
Low
Low
Low
Middle
High
High
High
High
Middle
High
Low
High
Middle
Low
Middle
High
Middle
Middle
High
High
High
Middle
Middle
High
Low
Middle
High
Low
Low
Middle
High
Low
High
Middle
Low
High
Middle
Low
High
Low
Low
Middle
Middle
High
High
High
High
Low
High
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S EC T I ON 2 :

SECTION 2: RECOMMENDATIONS FOR POLICY ACTIONS

Ready or Not
2021

Recommendations for
Policy ActIons
As 2020 has shown, saving lives and protecting the country’s
economic stability during a pandemic requires pre-event
investment and planning, a strong public health system, federal
leadership, and a coordinated response. The same is true for all
types of public health emergencies. Effective preparedness and
response require sufficient funding, a trained workforce, and
multisector teamwork. Authentic engagement with communitybased leaders and organizations are also necessary.

TFAH based the following policy recommendations on research
and analysis, consultation with experts, and a review of gaps
in federal and state preparedness. TFAH offers the following
recommendations for federal, state, local, tribal, and territorial
policymakers and other stakeholders to improve public health
emergency readiness.
Priority Area 1: Provide Stable, Sufficient Funding for Domestic
and Global Public Health Security

MARCH 2021
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The COVID-19 pandemic has uncovered
the tragic consequences of the nation’s
long-term neglect of public health
capacity at the global, federal, state,
local, tribal, and territorial levels.
Understaffed health departments
are in some cases using 20th-century
tools, such as telephones and fax
machines,100,101 to respond to a 21stcentury pandemic.102 At the same
time, funding for the Public Health
Emergency Preparedness cooperative
agreement, a critical source of funding
for health departments to build
capabilities to effectively respond to
a range of public health threats, has
been cut by just over one-quarter
since FY 2003, or about half, after
adjusting for inflation.103 The HPP,

the only federal source of funding to
help the healthcare delivery system
prepare for and respond to disasters,
has been cut by nearly half over the
same time period, or by nearly twothirds, after adjusting for inflation.104
Therefore, health departments were
already working from a deficit when
the pandemic emerged. Federal
policymakers need to rapidly improve
the COVID-19 response and build
back a system currently unprepared to
address future emergencies. Short-term
investments made through COVID
response funding legislation cannot fill
the gap left by ongoing public health
funding shortfalls, nor can they address
underlying health inequities that are
making the nation less resilient.

RECOMMENDATIONS FOR FEDERAL
GOVERNMENT:
l

Rebuild and modernize the public
health system, including by creating a
mandatory $4.5 billion per year Public
Health Infrastructure Fund to support
foundational public health capabilities
at the state, local, territorial, and
tribal levels (STLT). Strong foundational
capabilities would improve the protection
of all communities across a range of
threats. However, a nationwide funding
shortage, exacerbated by the pandemic,
has prevented health departments
across the country from developing
and maintaining these capabilities.
An additional funding limitation is that
health departments receive very little
funding that is not tied to specific
diseases or categories. Congress should
invest in cross-cutting public health
capabilities, such as proposed in the
Public Health Infrastructure Saves Lives
Act.105 Congress must also increase
funding for specific programs that
support health security, including the
Public Health Emergency Preparedness
and the HPP cooperative agreements.
These state and local preparedness
programs have demonstrated their value
by saving lives, improving the speed and
quality of response during emergencies,
and ensuring that local authorities can
adequately respond to most local health
emergencies and outbreaks without
federal assistance. Congress should
provide additional funding to modernize
public health and response functions at
the CDC and ensure the agency has the
capacity to respond to any event.

l

meant that the agency and its partners

year to the CDC’s data modernization

are reliant on archaic data systems.

initiative to modernize and sustain these

Americans felt the pain of delayed

systems. New data systems should be

and disjointed disease surveillance

interoperable and cloud-based.

throughout the pandemic, as the public
health surveillance infrastructure relied
on antiquated, disconnected systems
and methods for tracking and responding
to diseases. Congress wisely invested
$500 million in the Coronavirus Aid,
Relief, and Economic Security Act
(P.L.116-136) and $50 million in the
FY 2020 and FY 2021 appropriations
bills as a down-payment on the
CDC’s data modernization initiative.
These investments will help build the
foundations for data sharing across
public health, modernize the CDC’s
services and systems, leverage new
data sources, and ensure public health
can act on innovative data analytics.

Invest in sustained public health data

However, these advancements must

modernization. Sustained investment in

be augmented and sustained, making

health data systems at the federal, state,

up for decades of neglect. Congress

and local levels is imperative. The CDC is

should build on these initial investments

the world’s premier public health agency,

with at least $450 million in immediate

yet years of inadequate funding has

funding and at least $100 million per

l

Ensure complete, disaggregated
demographic data collection and
reporting during public health
emergencies. The gaps in COVID19 data reporting by race, ethnicity,
sexual identity, gender identity,
primary language, disability status, the
intersections of these demographics,
and other factors hindered the
response and masked the true breadth
of inequities during the pandemic.
These gaps exposed long-standing
shortcomings in demographic data
collection and reporting in public
health. Congress should invest in data
modernization for STLT public health to
enable accurate and comprehensive data
collection. In addition, HHS should stand
up a task force—including the Office of
the Assistant Secretary for Planning and
Evaluation, CDC, Office of the National
Coordinator on Health Information
Technology, Office of Minority Health,
TFAH • tfah.org
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and CMS, in consultation with state,

not come from existing preparedness

local, territorial and tribal agencies and

resources, as response capacity cannot

private-sector stakeholders—to identify

substitute for adequate readiness. The

and address barriers to the collection

HHS secretary should only use such

and regular reporting of disaggregated,

funding for acute emergencies that

detailed demographic data during

require a rapid response to save lives

the pandemic and beyond. If needed,

and protect the public.

Congress should provide HHS agencies
the authority to require jurisdictions to
report race and ethnicity during public
health emergencies.106
l

l

Demonstrate a long-term commitment
to global health security. The United
States should recommit to partnerships
with international bodies such as the

Accelerate crisis responses through

WHO, and Congress should solidify

a standing public health emergency

America’s role as a global health leader,

response fund and faster supplemental

commit to implementing the Global

funding. In addition to stable core

Health Security Strategy,107 and provide

funding, the federal government

sustained annual funding for global

needs readily available funds on hand

health security programs at the CDC

to enable a rapid response while

and the U.S. Agency for International

Congress assesses the necessity for

Development. Congress should fund

supplemental funding. Congress should

and the CDC should implement the

continue a no-year infusion of funds

modernization of the U.S. quarantine

into the Public Health Emergency Rapid

system, including IT systems,

Response Fund and/or the Infectious

quarantine stations, regulatory

Disease Rapid Response Fund to serve

framework, and traveler engagement

as available funding that would provide a

and information.

temporary bridge between preparedness
and supplemental emergency funds.
Congress should replenish such funding
on an annual basis, and funding should

Editor’s note: on January 21, 2021,
the Biden administration restored U.S.
membership in the WHO.

RECOMMENDATION FOR FEDERAL AND STATE GOVERNMENT:
l

Enable efficient use of emergency

disconnected and less effective

funding. During an emergency,

emergency responses on the ground.

responding agencies at all levels of

The Office of Management and

government must be able to adapt

Budget, HHS, and FEMA should allow

spending policies. States should review

waivers of regulatory or administrative

their administrative preparedness

requirements to awardees of emergency

to ensure they can efficiently use

response funding to allow funding

emergency monies, including speeding

braiding, to encourage coordination

up contracting and hiring procedures.

between programs and funding

In addition, Congress may allocate

streams with similar goals, to provide

emergency funding to multiple federal

flexibility to best meet the needs of the

agencies. However, differing agency

affected populations, and to increase

policies and practices can impede

efficiencies and reduce administrative

speed and coordination of funding

duplication, such as in grant reporting.

across agencies. This can lead to
38
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Priority Area 2: Prevent Outbreaks and Pandemics
Infectious diseases represent a threat
to the health, safety, and economic
and social stability of the country. The
COVID-19 pandemic has cost the nation
hundreds of thousands of lives and at
least $16 trillion in losses to the U.S. gross
domestic product as of October 2020.108
The toll in lost educational achievement

and long-term mental health impacts
have yet to be fully understood. As TFAH,
scientists, and public health experts have
warned for many years, the nation was
not prepared for a severe pandemic.
At the same time as the nation battles
the worst pandemic in a century, public
health and medical providers continue

to respond to “everyday” outbreaks:
seasonal influenza, vaccine-preventable
diseases, healthcare-associated infections,
and antibiotic resistance continue to
pose threats to health and safety. The
United States must be able to prevent
and respond to both major pandemics
and localized outbreaks.

RECOMMENDATIONS FOR FEDERAL GOVERNMENT, HEALTHCARE, AND AGRICULTURE:
l

Support the vaccine infrastructure.

to HHS to study the causes of vaccine

prevention methods of detecting and

The CDC’s immunization program,

resistance and to educate clinical

containing outbreaks supported by the

sometimes called the “317 program,”

providers on methods for improving

Antibiotic Resistance Solutions Initiative

supports state and local immunization

vaccine acceptance, such as those

at the CDC. The CDC is investing in

systems to increase vaccination rates

proposed in the VACCINES Act.

prevention measures in every state to

among uninsured and underinsured

111

l

adults and children, to respond to

threats, disrupt pathogens, coordinate

Medicaid, Medicare, and commercial

to target hard-to-reach populations,

prevention strategies, educate

insurance. Public and private payers

to improve vaccine confidence, to

healthcare providers on appropriate

should ensure that all vaccines

establish partnerships, and to improve

antibiotic use, and advocate for other

recommended by the Advisory

information systems. Yet, funding has

innovations. To fully address the scope

Committee on Immunization Practices

not kept up with needs, as states

of AR spread, particularly in healthcare

(ACIP) are fully covered, as cost

have to spend immunization dollars
to respond to outbreaks,

across healthcare systems, detect new

recommended vaccines under

outbreaks, to educate the public,

109

strengthen lab capacity, track infections

Ensure first-dollar coverage for

settings, Congress should increase

sharing, such as co-pays, can be a

deal

funding for healthcare associated

significant barrier to vaccination.112

with increases in the numbers of
residents who lack health insurance,

and activities at state and local health

sharing in Medicare Part D and B

and attempt to manage the impact

departments. In addition, increases in

plans, and CMS should incentivize

of vaccine underutilization. State,

funding are necessary to build global

Part D plans to eliminate cost sharing

local, and tribal health departments

capacity to prevent and detect resistant

and increase receipt of vaccines.113

are depending on this underfunded

infections and to combat the threat to

An example of legislation that takes

infrastructure to distribute and

national security.

steps to improve senior vaccination

dispense the COVID-19 vaccine, yet

rates is the Protecting Seniors Through

COVID funding was not distributed until
January 2021. Congress should monitor
the COVID-19 vaccination progress and
provide additional funding, if needed.
Congress should also increase annual
funding for the CDC’s immunization
program as well as the seasonal

infection/antibiotic resistance programs

Congress should require zero cost

110

l

l

Create incentives for new-product

Immunization Act. CMS should

discovery to fight resistant infections. It

encourage state Medicaid plans in

is extremely challenging for companies

states that have not expanded Medicaid

to earn a return on their investments for

to cover all ACIP-recommended

the development of new antibiotics: (1)

vaccines without cost sharing.114

antibiotics are typically given for a short

Significantly increase investments

influenza program and post-licensure

in public health initiatives to combat

vaccine safety monitoring. Congress

antibiotic resistance. Congress

should also provide needed resources

should increase funding for innovative

duration; (2) the most highly resistant
infections are still relatively rare; and (3)
new antibiotics must be used judiciously
to preserve their effectiveness. These
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factors have resulted in nearly all major

patterns. Farmers and the food industry

to work with public health stakeholders

pharmaceutical companies exiting the

should stop using medically important

to track progress in prescribing rates

antibiotics market, leaving the critical

antibiotics to promote growth and

and resistance patterns.117 All relevant

innovation domain of discovering

prevent disease in healthy animals, as

facilities must drastically improve

and developing new antibiotics to

recommended by the WHO,115 and they

their reporting of antibiotic use and

small biotech companies with limited

should invest in research to develop

resistance through the National

budgets and limited research and

and adopt husbandry practices that

Healthcare Safety Network and should

development capacity. Legislation, such

reduce the need for routine antibiotics.

adopt stewardship programs that meet

as the DISARM Act, would strengthen
the market for antibiotic developers,

l

antibiotics through implementation of

improving patient access for those who
need it most.
l

the CDC’s Core Elements.118

Decrease over-prescription of
l

Fund the CDC to support state and

antibiotic stewardship and antibiotic-

local public health laboratories. The

use reporting. The CDC estimates

CDC should be sufficiently funded to

Eliminate overuse of antibiotics in

that improving prescribing practices

strengthen the Laboratory Response

agriculture. The FDA should enforce

and preventing infections could save

Network and to support state and local

rules regarding veterinary oversight

37,000 lives over five years.116 CMS

public health laboratories; currently, the

and the judicious use of antibiotics in

should finalize, implement, and enforce

Epidemiology and Laboratory Capacity

food animals, ensure data collection

requirements for all CMS-enrolled

grant is only funding approximately

and publication, promote antibiotic

facilities to have effective antibiotic

half of what laboratories and health

stewardship programs, and track the

stewardship programs that align with

department epidemiologists nationwide

impact of these policies on resistance

the CDC’s Core Elements guidance and

have requested.

RECOMMENDATIONS FOR FEDERAL AND STATE GOVERNMENT:
l

40

Provide job-protected paid leave. The

Minimize state vaccine exemptions

all ACIP-recommended vaccinations

pandemic has called attention to the fact

for schoolchildren and increase

to protect staff and patients, assure

that paid family and medical leave are

vaccination of healthcare workers.

continuity of operations in the event of

important infection-control measures,

States should enact policies that

an outbreak, and achieve necessary

protecting both workers and customers,

enable universal childhood vaccinations

healthcare infection control. As

in addition to creating economic security.

to ensure children, their classmates,

this report was being prepared for

Workers are unable to adhere to public

educators, and the general public are

publication, the COVID-19 vaccine

health guidance to isolate if they risk

protected from vaccine-preventable

was not an ACIP-required vaccine.

losing their jobs or paychecks. While

diseases. This includes eliminating

Healthcare facilities should ensure

Congress temporarily expanded access

nonmedical exemptions and opposing

access to vaccines for all staff and

to paid leave during the pandemic, a

legislation to expand exemptions.119

contractors, and they should remove

permanent fix is needed. Congress should

States should ensure medical vaccine

any barriers to staff receiving vaccines.

enact a permanent federal paid family

exemptions are only given when

Healthcare facilities should also report

and medical leave policy and dedicated

appropriate and are not used as a

healthcare worker vaccination status,

paid sick days protections, and states

de facto personal-belief exemption

such as for seasonal flu and COVID-

should ensure effective implementation

in states where those exemptions

19, to the CDC’s National Healthcare

by passing paid leave laws and/or

have been eliminated. States should

Safety Network.

removing preemption exemptions.

require healthcare personnel to receive
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Priority Area 3: Build Resilient Communities and Promote Health Equity in Preparedness
Social, economic, and health disparities
impact how people within specific
communities’ experience disasters
and how quickly they can recover.
Unfortunately, the disproportionate
impact of COVID-19 on communities
of color and Tribal Nations was
foreseeable: underlying health
conditions driven by years of structural
racism; uneven access to prevention and
care during the pandemic; increased
risk of exposure due to being frontline
workers, such as in food processing,
food service, or healthcare;120 increased

risk of exposure due to living in
crowded or inadequate housing;121
and more severe economic impacts for
lower-income workers has meant that
people of color and Tribal Nations are
bearing a disproportionate burden from
the pandemic. When intersectional
issues, such as homelessness,
incarceration, disability, age, lack of
access to paid leave, LGBTQ+ status,
and immigration status are also at play,
the inequities are more pronounced.
Addressing underlying inequities
and intentionally and meaningfully

engaging with the people and
communities most likely to be impacted
throughout the emergency planning
and response process are critical to
reducing vulnerability and ensuring
that all receive appropriate services,
regardless of circumstance. Equity
must be an explicit and foundational
principle in all emergency planning.
Some communities have taken steps
to integrate principles of equity
throughout public health emergency
activities,122 but more needs to be done.

RECOMMENDATIONS FOR FEDERAL, STATE, AND LOCAL GOVERNMENT:
l

Examine and address gaps in equity

access; fight poverty; and implement

a disproportionate burden during

in response capabilities. An external

other policies proven to advance health.

disasters. Evacuation plans should

body (such as the GAO or the National

Congress should fund a public health

be inclusive of the community as a

Academy of Sciences, Engineering

approach to address SDOH, such as

whole by meeting and enforcing the

and Medicine) should conduct

the approach proposed in the Improving

requirements of the Americans with

an assessment of the pandemic

Social Determinants of Health Act. The

Disabilities Act. Grants should support

specifically focused on gaps in

legislation would strengthen SDOH

culturally and linguistically appropriate

equitable response, including inequities

capacity at the CDC and enable grants

public health campaigns that address

in allocation of scarce resources,

to public health agencies to build

prevention and treatment, providing

healthcare capacity, data collection and

cross-sector partnerships and develop

community leaders the opportunity to

reporting, and planning for communities

community solutions to SDOH. For

fully participate in planning activities,

at higher risk, underserved

further discussion on policy options to

allowing organizations to hire and

communities, and communities of color.

address SDOH, see TFAH’s Blueprint

engage community members so

and PHACCS reports.

emergency plans better reflect the

124,125

l

Invest in policies and capacity to
address the social determinants of

l

community, and improving data

Provide resources and technical

collection and sharing. Federal and

health (SDOH): People at highest

assistance to communities to enhance

risk during disasters and those who

equity and resilience before, during,

have the hardest time recovering

and after an event. Rather than a

are often those with unstable or

top-down approach to promote equity

unhealthy housing, those with limited

and resilience, policymakers should

access to transportation, and those

support an asset-based approach

who live in low-socioeconomic-status

that relies on communities identifying

strengthen their health equity

other grant makers and states should
ensure that existing grants and subawards reach the grassroots level and
communities most in need.
l

Public health agencies should

and leveraging their assets. Congress

leadership and adopt strategies and

out during the COVID-19 pandemic.

should direct targeted resources to

accountability metrics to incorporate

Addressing SDOH can improve

community-based organizations and

equity into preparedness. Equity must

resilience, but it must be a cross-sector

existing community health networks

not be considered separate from

effort to increase healthy, affordable

that focus on the health of communities

preparedness activities but must serve

housing; improve transportation

of color and other groups that bear

as the foundation for a more resilient

communities,

123

all of which bore
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community. Ensuring equity is central

internal infrastructure to drive equity,

policies and plans;127 to improve

to all preparedness activities and

including by identifying a chief health

staff capacity to understand how the

requires integrating equity accountability

equity officer who has a leadership role

legacies of discrimination, current-day

measures into all elements of

in the emergency operations center

racial trauma, and other structural

emergency response. Congress should

and/or incident command structure

inequities affect disaster resilience

provide the CDC funding to extend its

for all-hazards events and is engaged

and recovery; develop and disseminate

COVID-19 Health Equity Strategy126 to

in every emergency operation center

communications materials that are

ongoing preparedness and response

activation. Health equity and emergency

culturally and linguistically tailored; and

work at the agency and with partners. All

preparedness officials should work

to collect and leverage data to identify

state and local governments, including

across programs to incorporate equity

unique community assets and advance

health departments, should build up

issues and goals into preparedness

equity before and during events.

RECOMMENDATIONS FOR STATE AND LOCAL GOVERNMENT AND COMMUNITY LEADERS:
l

Plan with communities, not for them,

management agencies should rely

During the COVID-19 pandemic, there

and empower their involvement with

on the expertise, community trust,

have been reports of increases in a

resources. Emergency planners must

and networks of those who may bear

number of mental health concerns,128

conduct meaningful engagement,

a disproportionate risk, such as

including suicide ideation129 and drug

partnerships, and listening efforts

older adults, people with disabilities,

overdoses.130 Short-term regulatory

as well as ongoing inclusion

and individuals with chronic health

relief, like take-home medication for

and local hiring (especially from

conditions to ensure emergency plans,

opioid use disorder131 and waivers

communities typically at higher risk

procedures, and evacuation shelters

for telehealth,132 have helped, but

in disasters) in emergency planning

meet the needs of all in the community.

coordination among state, local,

and response. Officials should
establish relationships with services
and organizations that serve these
populations before emergencies
take place, and government should
fund community leaders and
community-based organizations to
participate in preparedness efforts.
Health departments and emergency

42
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Address mental health and substance
use gaps, bolster crisis resources,
and incorporate mental health first-aid
and long-term treatment into disaster
response and recovery strategies.
Emergencies can exacerbate existing
mental health and substance use
concerns and disrupt access to care.

and federal agencies remains vital
to delivering resources to affected
communities. Policymakers should
also incorporate behavioral health
needs into disaster planning, as
required by the Pandemic and AllHazards Preparedness and Advancing
Innovation Act.

Priority Area 4: Ensure Effective Leadership, Coordination,
and Workforce
The political polarization and
contradictory messaging exhibited
throughout the pandemic contributed
to a wide variation in how individuals
and communities responded. Issues
such as face coverings, business- and
school-closure decisions, and even the
mortality numbers became matters
for debate by a vocal minority of
Americans.133 Clear national leadership
and communication, following the
advice of public health and scientific
experts, is needed to ensure consistent
policies and messaging during a
situation as complicated and dangerous
as a public health emergency. Perhaps

more important than any technology
or invention is the presence of
trained, experienced people, from
the frontline responder to the top of
government. The nation’s local public
health departments responded to the
pandemic with an estimated 26,000
fewer public health workers compared
with before the 2008 recession.134 The
state budget cuts likely to continue
in the years following the pandemic
threaten to intensify this workforce
shortage. Effective crisis response
requires coordination, cooperation, and
leadership—elements that governments
must build and sustain over time.

RECOMMENDATIONS FOR FEDERAL GOVERNMENT:
l

l

Strengthen federal leadership,

the CDC and the FDA. Policy decisions

guidance and regulatory authorities

from the federal to the local level

for public health emergencies. During

should be based on the best available

the COVID-19 pandemic, authority and

science, led by public health experts,

decision-making over the response was

and free from any perception of political

ceded to states to an unprecedented

interference. The president, the HHS

degree. This diffusion of responsibility

secretary, and the leadership of federal

meant wide variation in policy and

public health and emergency response

response decisions regarding business

agencies, including the CDC, ASPR,

closures, mask mandates, testing

DHS, FEMA and the FDA, must conduct

strategies, and other tactics. The CDC

a thorough review on the independence

must be empowered to lead the public

and performance of these agencies.

health response during a pandemic

Leaders should establish procedures and

and issue clear, feasible guidance and

policies to ensure the scientific integrity

regulations for state, local, tribal, and

and independence of the agencies,

territorial officials and to the public to

without political interference, and they

minimize variation across jurisdictions.

must correct any errors made during the

The optimal approach is a federal-state

COVID-19 response. At the same time,

partnership rooted in shared decision-

elected leaders must publicly support

making and a clear division of labor.

public health to rebuild confidence in

Rebuild trust in federal public health
agencies. The COVID-19 pandemic
has damaged faith in federal agencies,
including public health agencies such as

those agencies and officials. All federal
messages and messengers about public
health issues must be consistent and
based in science.
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l

The White House should reestablish a
health security directorate with public
health expertise. The White House
should ensure senior advisors to the
president have a strong background in
public health and/or biodefense, and
the White House should ensure that
senior-level interagency cooperation is
progressing before, during, and after
public health emergencies.

 ditor’s note: on January 20, 2021, the
E
Biden administration reestablished a
National Security Council Directorate for
Global Health Security and Biodefense.
l

Clarify and restore roles and
responsibilities for government’s
emergency support functions. The

Sundry Photography
l

White House, HHS, CDC, ASPR, U.S.

Invest in public health communications.

Department of Homeland Security,

Congress must make a significant

FEMA, and FDA should work together

investment in effective public health

to clarify roles and responsibilities

communications, including research into

to improve the nation’s emergency

best practices for different audiences. The

preparedness and response capacity.

CDC and other federal, state, and local
public health agencies should engage
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l

Fund the recruitment and training of

with a diverse group of stakeholders

public health personnel. The health

to research and test effective public

security enterprise requires trained,

health messaging. From vaccines to

experienced personnel. Federal, state,

mask-wearing, there are subgroups of

and local governments must prioritize

Americans who are skeptical, hesitant,

stable, long-term funding for recruitment

or confused about COVID-19 public

and retention of a diverse workforce,

health guidance for various reasons.

including one with experience in public

While some will be recalcitrant, many

health informatics, laboratory science,

Americans are simply hesitant or have

health equity, and epidemiology.

not been properly engaged. While the

Congress should also invest in public

substance of communications should be

health workforce development and

consistent, messages must acknowledge

retention programs, such as student

the historical context of distrust and

loan repayment and other incentives,

be linguistically and culturally tailored

especially in underserved areas. Public

for different populations, and trusted,

health schools should incorporate

nongovernmental messengers should

health equity and cultural competency

receive funding to help deliver messages.

into their preparedness curricula.

Priority Area 5: Accelerate Development and Distribution of
Medical Countermeasures
A robust Public Health Emergency
Medical Countermeasures Enterprise
(PHEMCE)135 could negate a range of
health threats, but a drug or vaccine
is only effective if it reaches the right
person at the right time. Medical
countermeasures (MCM) are FDAregulated products that could be
used in the event of a public health
emergency; they include biologics,
drugs, and devices.136 The challenges
faced in distributing scarce medical
resources during the pandemic as
well as the deployment of COVID-19
vaccine demonstrate the urgency of
the right-product/right-time equation.
During the first ten months of the
pandemic, there was a notable gap
in federal coordination, with many

federal responsibilities being left to
states or to the private sector. The
federal government circumnavigated or
significantly modified established MCM
and medical supply-chain coordination
and distribution channels at various
points in the pandemic, contributing
to confusion and chaos. For example,
the lack of federal coordination and
transparency left individual hospitals
and states to compete with each other
for scarce resources,137 and FEMA and
the U.S. Department of Defense were
brought in to manage some supplychain operations despite long-standing
systems in place at HHS. Clear federal
coordination is necessary during the
pandemic, with an eye toward preventing
future shortages and shortfalls.

RECOMMENDATIONS FOR FEDERAL GOVERNMENT:
l

Provide significant, long-term funding

products for a range of biothreats,

for the entire MCM enterprise. The

rather than focusing on products for a

MCM enterprise involves research,

single pathogen.138

manufacturing, surveillance, delivery,
training, and monitoring. Long-term
coordinated and transparent funding
to the Biomedical Advance Research
and Development Authority, Strategic
National Stockpile, CDC, FDA, NIH,
and other components of the PHEMCE
would offer more certainty to the
biotechnology industry and researchers,
would strengthen public-private
partnerships, and would enable the
purchase of ancillary medical supplies,
such as PPE. The United States should
grow its investment in innovative,
flexible technologies and platforms
that will enable faster production of

l

Prioritize the distribution and
dispensing of MCMs. It is important
that MCMs reach the right person at
the right time during emergencies;
the challenges in mass vaccination
were predicted by the CDC’s MCM
Operational Readiness Review.139,140
HHS along with state, local, tribal, and
territorial health departments should
be properly resourced and require
integration of private-sector healthcare
supply distributors and supply-chain
partners into planning, exercises, and
emergency responses to better leverage
existing systems and resources. Once
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l

the COVID-19 vaccination campaign

Federal agencies should also explore

is complete, HHS should access and

all available authorities, such as

address gaps in vaccine development,

through the Defense Production Act,

procurement, maintenance, deployment

and communicate strategies with

and administration; and improve the

stakeholders to bolster the supply chain

training of state and local personnel to

during emergencies. The HHS secretary

ensure vaccine administration is well-

should clarify roles and responsibilities

coordinated.

for supply-chain management

Clarify and strengthen MCM and
supply-chain management for
emergencies. HHS must maintain
primary authority over public health
emergency response, including
deployment of the Strategic National
Stockpile and emergency medical
supply-chain management, in
coordination with other federal agencies
and in consultation with private-

throughout the pandemic and,
moving forward, should develop and
disseminate best practices for supply
management.141 HHS should strengthen
the PHEMCE’s work, including regular
interagency meetings; engagement with
private-sector, supply-chain partners;
and improved transparency and
communication with state, local, tribal,
and territorial partners.

sector and public health partners.

RECOMMENDATIONS FOR FEDERAL, STATE, AND LOCAL GOVERNMENTS AND
PARTNERS:
l
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Improve MCM guidance and

proficient communities—to improve

communications for groups at higher

communications around MCM issues

risk during an event. HHS, including

before an event. Communities need

the CDC, should consult with experts

to be engaged before an outbreak or

and work with healthcare professionals

event to ensure their understanding

and state, local, and tribal partners

of the risks, benefits, and distribution

to develop standardized guidance

challenges of introducing a medical

for dispensing MCMs to groups such

product to a large portion of the

as children, older adults, people

population and ultimately improving

with disabilities, and people who are

acceptance and access to MCMs. It is

homebound. And HHS and state,

important to provide clear and accurate

local, and tribal agencies should

guidance to the public in multiple

work with organizations that reach

formats and languages, via trusted

the public, especially communities at

sources and multiple communications

disproportionate risk—such as groups

channels, including formats that are

representing older Americans, people

accessible to people with hearing or

with disabilities, and limited English-

vision loss.

Priority Area 6: Ready the Healthcare System to Respond and Recover
In the 2019 and 2020 Ready or Not
reports, TFAH warned that medical
surge capacity for a pandemic
remained a major gap in the nation’s
preparedness. The COVID-19 pandemic
has placed tremendous strain on
the healthcare system, from acutecare facilities142 to long-term care
facilities143 to small outpatient clinics.144
Overcrowded facilities, exhausted

workforces, disruptions in the supply
chain, shortages of PPE and other
supplies, interruptions in primary and
preventive care, lack of situational
awareness, and loss of revenue have
been among the significant challenges
to the nation’s healthcare system.
The toll in lives lost due to these
compounding issues has yet to be
calculated. The NHSPI has consistently

found that healthcare delivery
readiness scores are in the lowest levels
among preparedness domains, with
little progress in the past five years.145
Policymakers need to strengthen
existing systems and consider longterm mechanisms to create sustainable
healthcare readiness across systems and
across geographic borders.

RECOMMENDATIONS FOR FEDERAL GOVERNMENT AND HEALTHCARE:
lS
 trengthen

the Hospital Preparedness

as burn or pediatric care) across the

preparedness standards by individual

Program and fund regional coordination.

country, and to leverage those assets

healthcare facilities, these existing

HPP can help build strong healthcare

in a coordinated way.

coalitions capable of engaging and

should also provide increased funding

incentive for many healthcare facilities

supporting members during disaster

for healthcare surveillance through

to create meaningful surge capacity and

responses, but the program has been

CDC’s National Healthcare Safety

cooperation across competing entities.

severely underfunded. Congress must

Network—which is the nation’s domestic

Similarly, the Joint Commission’s

provide more robust annual funding—

tracking and response system to identify

preparedness standards apply to

which it has cut in half over the past

emerging and enduring threat across

individual facilities and not to the

decade. HHS and the awardees

37,000 healthcare facilities, including

readiness of the healthcare system as

should ensure healthcare leaders

COVID-19, healthcare-associated

a whole.148 In addition to strengthening

takes the lead on HPP planning and

infections (HAIs), and antibiotic-resistant

existing systems, Congress and HHS

implementation to the extent possible,

(AR) infections. These data drive

should consider long-term sustainability

with support and coordination from

improvements in patient safety and

for building healthcare readiness across

public health, emergency management,

monitor the surge capacity of healthcare

the system, including meaningful

and others, and awardees should

facilities to confront new threats.

incentives and disincentives, including:

Create incentives and ramifications

• An external self-regulatory body, in

ensure as much funding as possible
is reaching healthcare coalitions.
Healthcare administrators should
ensure their facilities have tools and
support for meaningful participation
in healthcare coalitions, including
the ability to share information and
resources across the coalition and with
public health agencies. Congress should
provide additional funding for a tiered
regional disaster system to coordinate
across coalitions and states,146 to
map specialized disaster care (such

147

l

Congress

mechanisms have not provided enough

to build sustainable preparedness

alignment with federal policy goals,

and surge capacity across healthcare

could set, validate, and enforce

systems. The shortages of beds,

standards for healthcare facility

healthcare personnel, and equipment

readiness, stratified by facility

during the pandemic underscores the

type, with authority for financial

need for cooperation among healthcare

ramifications.149

entities, across systems, and across

• Payment incentives could sustain

geographic borders. Although there has

preparedness, surge capacity,

been progress in developing healthcare

regional disaster partnerships,

coalitions in many regions and progress

and reward facilities that maintain

in meeting CMS and other accreditation

specialized disaster care.
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l

Expand access to healthcare. Access

l

Assess impact of CMS Preparedness

to healthcare is always important and

Standards and improve transparency.

particularly so during a pandemic or

An external review by the GAO or

disaster. Federal and state governments

a similar entity should assess

must ensure every person has access to

how CMS preparedness standards

healthcare, including robust insurance

have affected overall healthcare

coverage. Millions of Americans

readiness, and HHS should begin

still lack insurance coverage, and

tracking progress on preparedness

disparities by race, ethnicity, sexual or

measures over time. CMS should also

gender identity, and other factors have

strengthen preparedness standards

been exacerbated by the pandemic-

by adding medical surge capacity and

Congress and

other capabilities, including infection

induced recession.

150

the administration should strengthen

prevention and control, stratified

incentives for states to expand

by facility type, as a necessary

Medicaid, make marketplace coverage

requirement within the next iteration

more affordable, and improve outreach

of the rule.152

and marketing for enrollment.151

RECOMMENDATIONS FOR STATE GOVERNMENT AND HEALTHCARE:
l

Integrate healthcare delivery into

of disasters, and full engagement in

emergency preparedness and response.

regional collaborations and coalitions.

Jurisdictions should engage and
integrate the healthcare sector into
emergency planning and responses,
including plugging healthcare coalitions
and other entities representing private
healthcare and the healthcare supply
chain into emergency planning and
response and incident command.
Health systems, healthcare coalitions,
and public health should develop
memoranda of understanding ahead
of disasters to improve situational
awareness across healthcare and
to enable movement of patients,
personnel, and supplies. Privatesector healthcare leadership should
prioritize preparedness moving forward,
including training and workforce
protections, surveillance for emerging
threats, stockpiling of supplies ahead
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l

Strengthen state policies regarding
disaster healthcare delivery. States
should review credentialing standards to
ensure healthcare facilities can call on
providers from outside their states, and
health systems should ensure they can
receive outside providers quickly during
a surge response. States should also
adopt policies that promote healthcare
readiness and ease the ability to surge
care and services, such as the NLC, the
Interstate Medical License Compact, the
Recognition of EMS Personnel Licensure
Interstate CompAct,153 the Uniform
Emergency Volunteer Health Practitioners
Act,154 emergency prescription refill laws
and protocols, and implementation and
education of providers regarding crisis
standards of care guidelines.155,156

Priority Area 7: Prepare for Environmental Threats and Extreme Weather
Climate change, environmental hazards,
and extreme weather pose serious
threats to human health. According to
a December 2020 report by TFAH and
the Johns Hopkins Bloomberg School of
Public Health, many of the states most
at risk from climate change are also the

least ready to deal with it (see sidebar on
page 60). Environmental health involves
detecting and protecting communities
from hazardous conditions in air,
water, food, and other settings, and it
is therefore a critical component of the
nation’s health security. Environmental

hazards impact communities differently
and exacerbate disparities among
people living in poverty, people of
color, people with underlying health
conditions, and children and older
people—all of whom are at particular
risk.157

RECOMMENDATIONS FOR FEDERAL AND STATE GOVERNMENT:
l

Enact legislation requiring a national

locations.159 Congress should increase

should restore the Clean Water Rule,

strategic plan. The United States

funding for environmental health

which includes measures to protect a

urgently needs a strategic action plan to

programs, including the CDC’s Climate

safe water supply, such as addressing

address the health impacts of climate

and Health program and environmental

the ongoing problem of lead, per- and

change. Policymakers should enact

health tracking to conduct surveillance

polyfluoroalkyl substances, and other

legislation requiring HHS to develop such

and target interventions.

toxins in drinking water; taking steps

a plan and to fund development and
ongoing maintenance of health system

l

vector-control programs. As the

capacity specifically for this purpose.
l

Develop sustainable state and local
threat and geographic distribution of

Support public health climate-

mosquitos, ticks, and other vectors

adaptation efforts. Funding for the CDC’s

changes, Congress should expand

Climate and Health program stands at

funding for the vector-borne disease

$10 million per year, while the annual

program at the CDC to support state

health costs of climate change events

and local capacity to prevent and detect

were estimated to be more than $14

vector-borne diseases, such as Zika,

billion in 2008.158 Climate-informed

West Nile Virus, and Lyme disease.

health interventions include identifying
likely climate impacts, potential health

l

effects associated with these impacts,

to reduce the potential for waterborne
illnesses; and increasing protection
against potential acts of terrorism on
America’s drinking and agricultural
water. All states should include water
security and sewage removal in their
preparedness plans, and they should
build relationships among health
departments and local environmental
and water agencies. The CDC should
include national guidance and metrics

Guarantee clean water for all U.S.

for planning for a range of water-

residents, including after disasters.

related crises.

The administration and Congress

and the most at-risk populations and

RECOMMENDATIONS FOR STATE GOVERNMENT:
l

Every state should have a comprehensive

State and local public health officials

and local levels. The assessments should

climate vulnerability assessment and

should incorporate environmental health

focus especially on populations at highest

adaptation plan that incorporates public

into emergency operations planning and

risk and the health threats most pertinent

health. Public health and environmental

incident command.

to them. States must also push ahead

agencies should work together to track
concerns, coordinate risk-management
and communications, and prioritize
necessary capabilities to reduce and
address threats. States and localities
should investigate what additional
capacities are necessary and identify
vulnerable populations and communities.

l

Complete all steps of the CDC’s Building
Resilience Against Climate Effects, or
“BRACE,” framework, and continuously
work to enhance and refine preparations
for climate change. State agencies
must conduct and facilitate rigorous
vulnerability assessments at the state

to complete all steps of the framework,
including identifying and implementing
evidence-based interventions to protect
residents. Finally, as agencies implement
interventions, they should continually
evaluate effectiveness and strive for
quality improvement.
TFAH • tfah.org
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APPENDIX A: YEAR IN REVIEW – 2020 HEALTH THREATS INCIDENTS AND ACTIONS

Ready or Not
2021

This section reviews 2020’s major events, research, and policy
actions related to global and domestic health security.

Disease Outbreaks
Notable Incidents
l

COVID-19
•T
 he novel coronavirus SARS-CoV-2,

the virus that causes COVID-19,
emerged internationally in late
2019. As of late February 2021,
as this report was being prepared
for publication, over 28 million
cases; and over 500,000 deaths
have been reported in the U.S.
alone.160 Globally, there have been
over 109 million confirmed cases
of COVID-19, and over two million
deaths, reported to the World
Health Organization (WHO).161 The
number of cases and the number of
deaths from COVID-19 is higher in
the United States than in any other
country.162 In the United States,
slightly more women than men have
been infected, but deaths in men are
disproportionate (54 percent to 46
percent).163 Black people account
for nearly 16 percent of COVID-19
deaths, where race is known, despite
representing 13 percent of the U.S.
population.164 Hispanic or Latino
people account for 18 percent of
reported COVID-19 cases in the U.S.
as of late January 2021, a proportion
approximately equal to their
percentage of the U.S. population.165
In addition, research indicates a
significant level of asymptomatic
cases, so true infection counts are
likely higher than confirmed cases.166
Deaths may also be underreported
due to inadequate testing and given

MARCH 2021
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that the pandemic response itself
may have indirectly caused mortality
due to limited access to healthcare
during pandemic surges and due
to those who avoided seeking care
in hospitals.167,168 The Centers for
Disease Control and Prevention
(CDC) found that in the 10 weeks
following declaration of the COVID19 national emergency, emergency
department visits declined 23
percent for heart attack, 20 percent
for stroke, and 10 percent for
hyperglycemic crisis.169
•T
 hose at highest risk for severe

disease and death are the elderly
and people with underlying medical
conditions, but COVID-19 has severely
sickened and killed many young and
otherwise healthy individuals, as well.
Researchers are trying to determine
if certain genetic characteristics are
responsible for severe versus mild
disease.170 The disease in young
children is usually mild, but in rare
cases it is associated with multisystem
inflammatory syndrome in children,
in which different body parts can
become inflamed, including the
heart, lungs, kidneys, brain, skin, eyes,
or gastrointestinal organs.171 National
data reported between March
and July 2020 showed that MIS-C
disproportionately impacted Black
and Latino children.172 The long-term
effects of COVID-19 infection aren’t
fully known, but findings show heart

and lung damage in some patients,
and many patients report lingering
fatigue, shortness of breath, and
confusion.173
• I n June 2020, the U.S. Department of

Health and Human Services (HHS)
Office of Minority Health announced
Morehouse School of Medicine as
the awardee for a new $40 million
initiative to fight COVID-19 in
racial- and ethnic-minority, rural,
and socially vulnerable communities.
The initiative—the National
Infrastructure for Mitigating the
Impact of COVID-19 within Racial
and Ethnic Minority Communities
(NIMIC)—is a three-year project
designed to work with communitybased organizations nationwide to
deliver education and information
on resources to help fight the
pandemic. Its aim is to strengthen
efforts to link communities to
COVID-19 testing, healthcare,
and social services and to share
and implement effective response,
recovery, and resilience strategies.174
•T
 he United States has undertaken

unprecedented efforts to accelerate
the development, manufacturing, and
distribution of COVID-19 vaccines
and therapeutics through significant
federal investments and scientific
cooperation, while maintaining
standards for safety and efficacy.175
Usually, vaccines take years of research
and testing before they are available
to the public. As of December 2020,
two vaccines, one developed and
manufactured by Pfizer-BioNTech,
the other by Moderna, received
emergency-use authorization (EUA)
from the U.S. Food and Drug
Administration (FDA).176 Initial
administration of the vaccine to
priority groups, including healthcare
workers and residents of nursing

nycshooter

homes, also began in December 2020.
•T
 he Trump Administration created a

centralized system to order, distribute,
and track COVID-19 vaccines.177
States can order vaccine quantities
(as supply allows) from the CDC.
Airlines worldwide are providing
transportation for billions of doses of
vaccine that must be stored in frigid
temperatures. FedEx and UPS are
installing ultracold freezers near their
air-cargo hubs, and dry-ice producers
are increasing production to support
vaccine distribution.178 The U.S.
Department of Defense and HHS
coordinated the shipment of the initial
doses to states.179 The CDC released
a playbook for state, tribal, territorial,
and local jurisdictions on how to
plan and operationalize a vaccination
response to COVID-19 within
their jurisdictions.180 The Advisory
Committee on Immunization Practices
recommended priority groups
to receive the initial doses of the
vaccines,181 but the final decisions on
population prioritization and logistics
TFAH • tfah.org
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are up to the states to determine, with
most states prioritizing healthcare
providers and long-term care facility
residents in the initial phase.182
•W
 hile shipping of the vaccine

began shortly after the FDA issued
emergency-use authorizations, the
initial administration of the newly
approved vaccines fell far short of
projected goals. As of December
30, 2020, 12.4 million vaccine doses
had been distributed to states,
but only 2.6 million had been
administered. Experts called on the
federal government to provide more
coordination and resources to the
states to increase their capacity to
quickly administer the vaccine to
more people.183 The challenges in
initial administration of the vaccine
likely occurred for many reasons,
including: funding for states to
administer the vaccine was not
signed into law until December 27,
2020, which hindered planning,
communications, hiring, and training;
the lack of a centralized planning
effort; the lack of federal leadership;
the lack of communication between
federal, state, and local planners on
the number of initial doses available
and when; slow engagement with local
partners; and the sheer immensity
and complexity of the project.184,185
HHS is partnering with pharmacies,
including CVS and Walgreens, to
deliver vaccines on-site at nursing
homes and assisted-living facilities.
Following distribution to the initial
critical populations, states are
planning for COVID-19 vaccines to
be available in a phased approach to
the priority groups in the broader
population at locations such as retail
pharmacies, healthcare facilities, and
vaccination sites, but as this report was
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being finalized, a specific time frame
for availability of the vaccine to the
general population was unclear and
may be different from state to state.186
Editor’s note: In January 2021, the Biden
administration set a goal and put in place
a plan to administer 100 million vaccine
doses during its first 100 days in office.187
That goal was later increased to 150 million
doses. FEMA and National Guard troops
went to work in many states to assist in
the vaccination effort. As of March 1,
2021, 96,402,490 vaccine doses had been
distributed nationwide and 76,899,987
had been administered.188 However, based
on preliminary data from 17 states, during
the first two months of vaccine distribution,
Blacks and Hispanics were being vaccinated
at a much lower rate than were whites.189
l

 easonal flu. As TFAH was preparing
S
this report, flu rates for the 2020–2021
flu season were lower than usual for
major regions of the country.190 The
2019–2020 flu season was of “moderate
severity”; however, the severity of the
season in some age groups was higher:
hospitalization rates among children
ages 0 to 4 years old and adults ages 18 to
49 years old were higher than observed
during the 2009 H1N1 pandemic.191 The
CDC estimates found that the 2019–2020
flu accounted for approximately 38
million illnesses, 405,000 hospitalizations,
and 22,000 flu deaths.192 Seasonal
flu vaccine coverage rates increased
modestly across all age groups in 2019–
2020, with vaccine rates among adults
increasing 3.1 percentage points over the
previous season and up 1.2 percentage
points among children—but that was
still far below Healthy People 2020 and
2030 goals.193 The CDC estimates that
influenza vaccination prevented 7.5
million illnesses, 3.7 million medical
visits, 105,000 hospitalizations, and 6,300

deaths due to influenza during the
2019–2020 season.194 The low 2020–2021
seasonal flu activity was likely a result of
the mitigation measures to reduce the
spread of COVID-19.195
l

l

l

 epatitis A. In 2020, 27 states
H
experienced outbreaks of the Hepatitis
A virus, driven in part by increases
among those who reported drug use
and homelessness.196 Hepatitis A is a
highly transmissible infection.197 The
Hepatitis A vaccine is recommended
for certain populations; in 2019, the
Advisory Committee on Immunization
Practice updated its recommendations
to include people experiencing
homelessness in the populations who
should receive the vaccine.198 Hepatitis
A infections had been going down
between 2000 and 2012 but increased
in 2013, 2016, and 2018.199 As of
December 4, 2020, there have been
36,848 reported cases that lead to 22,546
hospitalizations and 348 deaths since the
ongoing outbreak began in 2016.200
 easles outbreaks, United States.
M
In 2020, U.S. measles cases were
low—only 13 confirmed cases in
eight jurisdictions, as of November
30, 2020.201 Conversely, 31 states
confirmed 1,282 individual cases of
measles in 2019.202 Measles is a highly
contagious disease that predominantly
affects young children and can cause
hospitalization, and death and serious
complications, such as pneumonia,
encephalitis.203 It can cause up to a 90
percent chance of disease contraction
in unimmunized individuals.204
Outbreaks have been linked to the
sustained spread of measles among
unvaccinated communities.205
 easles outbreaks, global. The WHO
M
reported that during 2019, there
were more measles cases reported
worldwide than in any year since

1996—869,770 confirmed cases
and an estimated 207,500 deaths.206
Fortunately, as of September 2020,
the number of confirmed cases
worldwide was much lower, though the
Democratic Republic of the Congo,
Brazil, and Nigeria reported high
numbers and there were ongoing
outbreaks in other nations.207 However,
COVID-19 is increasing the risk of
measles outbreaks, following the
suspension of measles vaccination
campaigns in 26 countries. On the
current trajectory, experts predict
more child deaths from measles than
from COVID-19 in Africa.208
l

 he Democratic Republic of Congo
T
Ebola outbreak. On June 1, 2020, the
Democratic Republic of the Congo
declared its 11th outbreak of Ebola
virus disease.209 In November 2020, it
was declared over, following a total of
130 cases and 55 deaths.210

l

 andida auris. C. auris is an
C
emerging drug-resistant fungus
that has led to severe illnesses in
hospitalized patients. A majority
of reported cases in 2020 were in
New Jersey, New York, and Illinois.
Infection by this multi-drug-resistant
fungus has a mortality rate close to 60
percent and presents a serious global
health threat.211 As of November 30,
2020, in the United States, there were
1,595 reported clinical cases of C.
auris and an additional 3,056 patients
identified with C. auris. There is
transmission in multiple countries,
as well.212 With the increase of
patient transfers from long term care
facilities to ICUs due to COVID-19,
the CDC said that it expects C. auris
and other fungal infections to remain
an infection control challenge for
healthcare facilities in the U.S. and
around the world.213

l

Cholera. Cholera, an acute intestinal
infection, is rare in the United States,
but cases have increased steadily
since 2005 globally,214 and it is a
major cause of epidemic diarrhea
in the developing world. Regions
with humanitarian crises, high
rates of poverty, and a lack of water
and sanitation infrastructure are
at higher risk. In 2020, Yemen and
Somalia faced serious outbreaks.215
Researchers estimate that every year,
there are 1.3 to 4.0 million cases and
21,000 to 143,000 deaths worldwide
due to cholera.216

l

 olio. In August 2020, the African
P
Continent was certified wild poliovirus
free by the World Health Organization,
making the world poliovirus free except
for Pakistan and Afghanistan.217 After
months of severe disruptions from the
COVID-19 pandemic, polio vaccination
campaigns have resumed in both
countries as of August 2020. UNICEF
estimates up to 50 million children
missed their vaccinations when efforts
were halted in March 2020 to minimize
transmission of COVID-19.218

l

 oodborne illnesses. In 2020, multistate
F
foodborne illness outbreaks resulted
from mushrooms, peaches, onions,
clover sprouts, deli meats, and bagged
salads. The pathogens involved include
several strains of Salmonella and E. coli,
as well as Listeria and Cyclospora.219 The
CDC estimates that 48 million people
get sick, 128,000 are hospitalized, and
3,000 die from foodborne illness each
year in the United States.220 The five
most common pathogens that cause
foodborne illness are: (1) Norovirus,
(2) Salmonella, (3) Clostridium
perfringens, (4) Campylobacter, and
(5) Staphylococcus aureus.221
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Notable Events and Policy Actions:

COVID RESPONSE
l

Public Health Emergency Declaration

extended the Paycheck Protection

January 31, 2020, U.S. Health and

President signed the act into law

Program and small-business loans

Human Services Secretary Alex Azar

on March 18, 2020; it included the

and allocated funding for healthcare

declared a public health emergency

Second Coronavirus Preparedness

providers and COVID-19 testing.

for the United States for the 2019

and Response Supplemental

novel coronavirus.222 Since then,

Appropriations Act. The legislation

HHS has renewed the declaration

Relief Supplemental Appropriations

expanded food and nutrition programs,

several times. The declaration

Act, 2021 (P.L. 116-26). Congress

unemployment benefits, and

allowed some flexibilities for states,

passed and the President signed the

emergency family and medical leave;

such as temporary reassignment of

act with the fiscal year (FY) 2021

it also required certain employers to

personnel to the response. Before

appropriations bills and signed it into

provide paid sick leave for workers

the declaration and before the Trump

law on December 27, 2021. The bill

unable to work due to COVID-19, and

administration requested emergency

provided $900 billion in emergency

it provided access to COVID-19 testing

funding, Secretary Azar tapped $105

appropriations, including $73 billion

with no cost to the individual.

for HHS, of which $8.75 billion will

Rapid Response Reserve Fund for the
initial response.223 The WHO issued a
public health emergency declaration of
international concern in January and
labeled the outbreak as a pandemic in
March, 2020.

224 225

Economic Security (CARES) Act
(P.L. 116-136). The President signed

led effort to limit its public health

authorities to assist in the response

impact. It also included a variety

to the pandemic:226,227

of oversight provisions designed to

law on March 6, 2020, providing
$8.3 billion in emergency funding for

Protection Program and Health
Care Enhancement Act, and the
Coronavirus Response and Relief

and federal agencies; and industry

public laws providing funding and

Supplemental Appropriations Act
allocated $178 billion for a provider
relief fund for hospitals, clinics,
and other healthcare providers to
recover some revenue lost due to the
pandemic.229 In addition, changes in

increase the information available

HHS telehealth policies were put in

to Congress regarding the federal

place to expand access to telehealth

government’s implementation of

services during the pandemic.230

the CARES Act and response to the
COVID-19 pandemic.228
• The Paycheck Protection Program

Payments to healthcare providers.
The CARES Act, Paycheck

individuals; businesses; state, local,

pandemic and the government-

The President signed the act into

l

providing over $2.2 trillion in relief to

Congress has enacted several

Appropriations Act (P.L. 116-123).

support the vaccination campaign.

the act into law on March 27, 2020,

sectors affected by the COVID-19

and Response Supplemental

• The Coronavirus Response and

• The Coronavirus Aid, Relief, and

COVID Response Legislation.

• Coronavirus Preparedness

COVID-19 Vaccine
l

COVID-19 Vaccine. As of December

and Health Care Enhancement

2020, two vaccines—one developed

the development of medical

Act (P.L. 116-139). The President

and manufactured by Pfizer-BioNTech,

countermeasures and grants for

signed the act into law on April

the other by Moderna—received

public health agencies.

24, 2020; it included Additional

emergency-use authorization from the

Emergency Appropriations for

FDA (see COVID sidebar, on page 55).

public health measures, including
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Coronavirus Response. The bill

Response Act (P.L. 116-127). The

million from the Infectious Disease

l

•T
 he Families First Coronavirus

and early COVID-19 response. On
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COVID RESPONSE
Additional COVID-19 Response
Actions:
l

Medical supply shortages. The
quantities of medical supplies in
the Strategic National Stockpile and
through the private-sector supply
chain were not sufficient for a
pandemic as widespread as COVID19. Shortages of PPE,231 ventilators,232
testing supplies,233 and other medical
supplies and products reached critical
levels at different phases of the
pandemic. President Trump invoked
the Defense Production Act in April
2020 to try to spur private-sector

l

become the National Special Pathogen

national trauma system) for all special

System (NSPS) through COVID-19

pathogens.

emergency supplemental funding.
The NSPS builds on the Regional

l

surges in COVID-19 patients caused

Ebola Treatment Network and was

hospitals and intensive-care units to

originally created to support the

exceed capacity. Hospitals canceled

urgent preparedness and response

admissions and nonemergency

needs of hospitals, health systems,

procedures and established alternate

and healthcare providers on the front

care sites. In December 2020, 10

lines of the COVID-19 outbreak. The

national organizations issued a

system is designed to to help prepare

statement outlining urgent action

hospitals and health systems to

for states, healthcare systems, and

identify, isolate, assess, transport,

health departments to implement

and treat patients with COVID-19 or

crisis standards of care, including

other special pathogens or persons

production of these supplies.234

under investigation for such illnesses.

National Special Pathogen System.

is to create a nationwide systems-

In March 2020, ASPR expanded the

based network approach, similar

Regional Ebola Treatment Network to

to other national systems (e.g., the

Crisis standards of care. Major

legal protections for healthcare
workers, statewide information

The long-term vision of the NSPS

sharing, distribution of patients and
resources, and care coordination
across jurisdictions.235

Vaccines: Earning Trust and Access in Communities of Color and Tribal Nations
The reported hesitance among

to earn vaccine trust and increase

messaging must be culturally and

some populations of color and Tribal

vaccine access within communities of

linguistically appropriate. Messaging

Nations toward COVID-19 vaccines236

color and Tribal Nations. The experts

campaigns must feature trusted

has a basis in historic mistreatment

concluded that earning such trust will

messengers, and education programs

and the effect of current-day

require working with leaders in those

should take advantage of existing

structural racism. These experiences

communities to use their agency as

health communications networks.

could have long-term impacts on

trusted messengers. Leaders from

Read the full policy brief, Building

vaccine confidence and vaccination

these communities must have a place

Trust in and Access to a COVID-19

rates in these groups. In October

at the planning table and be provided

Vaccine Within Communities of Color

2020, TFAH, the National Medical

the resources needed to engage

and Tribal Nations, or find it on the

Association, and UnidosUS partnered

with and share information with their

TFAH website.237

to host an expert convening on how

stakeholders. All vaccine education
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 nding the HIV epidemic. In FY 2020,
E
the Trump administration awarded
funding to its Ending the HIV Epidemic:
A Plan for America Initiative, which aims
to reduce the number of new HIV
infections in the United States by 90
percent by 2030. In December 2019,
Congress approved the largest increase
to domestic HIV/AIDS-prevention
programs from multiple federal sources,
including the CDC, in decades, bringing
federal funding in FY 2020 for HIV/
AIDS (across multiple programs) to
just over $28 billion.238,239 In addition,
HHS, through the Health Resources
and Services Administration (HRSA),
awarded more than $2 billion in Ryan
White HIV/AIDS Program grants
to cities, counties, states, and local
community-based organizations. This
funding supports a comprehensive
program of HIV primary medical care,
medication, and essential support
services with the goal of improving the
health quality of more than half a million
people with HIV in the United States.240
 merging infectious diseases. The
E
National Institute of Allergy and
Infectious Diseases (NIAID), within
NIH, awarded 11 grants totaling
approximately $17 million to establish
the Centers for Research in Emerging
Infectious Diseases. The new global
network will involve multidisciplinary
investigations into how and where
viruses and other pathogens emerge
from wildlife and spillover to cause
disease in people. NIAID intends to
provide approximately $82 million over
five years to support the network.241
 iral hepatitis strategic plan. HHS
V
released the Viral Hepatitis National
Strategic Plan for the United States: A

Roadmap to Elimination 2021–2025,
which serves as a roadmap to hepatitis
elimination. HHS sought input from a
broad mix of stakeholders on whether
the plan’s goals, objectives, and
strategies appropriately address the
viral hepatitis epidemic and whether
there are any critical gaps.242
l

 ational Action Plan for Combating
N
Antibiotic-Resistant Bacteria (CARB).
Antimicrobial resistance, the rise of
superbugs that are resistant to existing
medicines, is a major threat to health.
Originally released in 2015, the 2020–
2025 CARB builds on the original by
expanding evidence-based activities that
have been shown to stop the spread of
antibiotic resistance, such as increasing
infection prevention and control and
improving the way antibiotics are used.
Developed by the HHS Office of the
Assistant Secretary for Planning and
Evaluation and authored by agencies
within the CARB Task Force, which is cochaired by HHS, the U.S. Department
of Agriculture, and the U.S. Department
of Defense, the plan’s purpose is to
guide U.S. government activities, as well
as action by public health, healthcare,
and veterinary partners to address
urgent and serious antibiotic-resistant
threats that affect people in the United
States and globally.243

l

 nited States officially withdraws from
U
the World Health Organization. In
July 2020, President Trump formally
announced his intention to withdraw
the United States from the WHO,
effective July 6, 2021.244

Editor’s note: on January 21, 2021,
the Biden administration restored U.S.
membership in the WHO.

l

 ood safety. In July 2020, the FDA
F
released its New Era of Smarter Food
Safety Blueprint, which reflects input
from a variety of stakeholders and
outlines a path forward building on
the implementation of the FDA Food
Safety Modernization Act.245 Its four
core elements are: (1) tech-enabled
traceability and foodborne outbreak
response—using technologies, data
streams, and approaches that will
greatly reduce the time it takes to trace
the origin of a contaminated food;
(2) smarter tools and approaches for
prevention—identifying new tools,
processes, and communications
to inform prevention efforts; (3)
new business models and retail
modernization—advancing the safety
of both new business models, such
as e-commerce and home delivery of
food, and traditional business models,
such as retail food establishments; and
(4) food safety culture—supporting
and strengthening cultures that
embrace food safety within the FDA,
on farms, and in facilities.246

Notable Research Findings,
Meetings, and Federal Hearings:
l

 alaria treatment and prevention.
M
In May 2020, the FDA approved
artesunate for injection to treat
severe malaria in adult and pediatric
patients.247 Treatment of severe
malaria with intravenous artesunate
should always be followed by a
complete treatment course of an
appropriate oral antimalarial regimen.
According to the CDC, approximately
2,000 cases of malaria are diagnosed
in the United States each year, with
300 of those infected having severe
disease.248 In addition, the first phase

1 clinical trial, testing the safety and
effectiveness of a monoclonal antibody
against malaria, began. If effective, it
would prevent malaria infections for
several months with a single dose—a
benefit to tourists, medical workers,
and military personnel.249
l

 astern Equine Encephalitis vaccine. In
E
June 2020, Bavarian Nordic announced
topline results from the first-in-human
trial of a prophylactic vaccine candidate
against three equine encephalitis
viruses (EEEV): western, eastern,
and Venezuelan. The study, although
small, showed that the vaccine was well
tolerated and immunogenic across all
dose groups, with injection-site pain
as the most common vaccine-related
adverse event.250

l

 bola treatment. In October 2020, the
E
FDA approved Inmazeb, a mixture of
three monoclonal antibodies made
by Regeneron. This is the first FDAapproved treatment for Ebola virus
infection in adult and pediatric patients,
following a U.S. government-supported
trial and expanded-access protocol in the
Democratic Republic of the Congo.251

l

 niversal flu vaccine study. A universal
U
influenza vaccine, FLU-v, which
could confer long-lasting immunity
from multiple influenza subtypes
among all age groups, demonstrated
immunogenicity and safety in its phase
2b study and will enter a larger phase 3
trial.252 The FLU-v vaccine is designed
to stimulate the production of fluspecific cytotoxic T lymphocytes, which
kill and remove influenza-infected cells,
by targeting internal viral proteins that
are not as variable as the constantly
mutating surface proteins currently
targeted in seasonal flu vaccines.253
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Severe Weather and Natural Disasters
Notable Incidents:
l

Tornados. In early March 2020 in the
Nashville area, 24 people were killed
by two tornadoes, one of which was
an EF-4 traveling at 60 miles per hour
(mph)—significantly harder to outrun
(or take cover from) than a typical
tornado’s 10 to 20 mph speed.254 Also
during a two-day period in mid-March,
over 100 tornadoes ravaged the South
and Southeast,255 causing over $450
million in damage and 32 fatalities.256

l

 xtreme heat. In the United States,
E
extreme heat kills more people than
any other weather-related threat.257 July
2020 nearly tied July 2019’s record of
the hottest month ever recorded on
Earth—coming in just 0.02 degrees
shy.258,259 In August 2020, Death Valley
reached 130 degrees Fahrenheit,
and on September 6, 2020, Los
Angeles County recorded its highest
temperature ever, at 121 degrees
Fahrenheit.260 September 2020 was also
the hottest September on record.261

l

58

Hurricanes. The 2020 Atlantic
hurricane season was the most active—
breaking the record for the most
named storms in a season, including
six major hurricanes.262 In the United
States, Hurricane Isaias made landfall
in North Carolina as a Category 1
and killed nine people as it moved
up the coast,263 causing more than $4
billion in damage.264 Laura formed
in the Caribbean, leaving nine dead,
before developing into a Category
4 storm and making landfall in
Louisiana, where it killed 27 people265
and caused an estimated $10 to $12
billion in damage.266 In September
2020, Hurricane Sally hit Alabama as a
Category 2 and caused major flooding
but no deaths,267 though damage
is estimated at $8 to $10 billion.268
TFAH • tfah.org

Hurricane Delta hit Louisiana in
October 2020, killing at least four.269
Central America was hit hard in 2020
with two back-to-back Category 4
storms: just weeks after Hurricane
Eta made landfall and killed over 130
people, Hurricane Iota (a massive
Category 5 storm while in the
Atlantic) hit the same area. Together,
the storms killed over 200 people.270
In addition, the pandemic made
hurricane preparations, evacuations,
and sheltering more difficult.
l

I owa derecho. A powerful derecho—a
fast wind storm associated with strong
thunderstorms—tore through central
Iowa in August 2020. Winds topped
100 mph and destroyed miles of crops,
homes, businesses, and vehicles, and
killed four people. The derecho was
officially the costliest thunderstorm
event in recorded U.S. history—
estimated at $7.5 billion in damages.271

l

 ildfires in California and other
W
states. Several states experienced
wildfires in 2020, including California,
Oregon, and Colorado.272,273 California
experienced another historic fire
season in 2020—five of the six largest
wildfires since 1932 in California
happened in 2020.274 As of November
29, 2020, over 4 million acres had
burned, compared with just under
260,000 acres burned during the
same period in 2019.275 Thirty-three
people, including four firefighters,
died in California in 2020 due to
wildfires.276 California’s average
temperature has increased by about
3 degrees Fahrenheit over the past
century, which is three times the
global temperature increase of 1
degree Fahrenheit.277 Heavy spring
rains promoted extensive vegetation

growth, which withered in the heat
and became fuel for wildfires to
spread quickly through dry land.278
In addition, the 2020 season was a
La Niña cycle—colder than average
surface-water temperatures in the
Pacific—which often trigger hotter
and drier weather in the Southwest.279
Oregon also experienced an
especially destructive wildfire season:
4,009 homes burned down in 2020,
compared with 93 homes total
from 2015 to 2019.280 In Colorado,
wildfires have consumed 9 percent of
Rocky Mountain National Park and
destroyed several historic buildings.281
Exacerbating these fires is an ongoing
pine-beetle outbreak, which has
increased the number of dead trees
for fuel.282 Across the United States,
9.5 million acres have burned as of
December 4, 2020, compared with 4.6
million acres for the same period in
2019.283
l

 alifornia power outages. In
C
an attempt to reduce the risk of
overloading the power grid during
an extreme heatwave, California’s
Independent System Operator,
which manages the state’s power
supply, ordered utilities to impose
temporary blackouts for the first time
in 19 years.284 While these outages
only lasted an hour or two,285 there
is potential for unplanned and
planned outrages to create health
emergencies for some residents,
including by presenting significant
risks to patients in healthcare and
long-term care facilities; people
with electrically dependent medical
equipment or medicines, such as
oxygen, wheelchairs, and insulin; and
the safety of food and water.286

Notable Events and Policy Actions:
l

 ublic health emergency declarations.
P
In January 2020, HHS Secretary Azar
declared a public health emergency
for Puerto Rico following the lateDecember 2019 earthquakes and
continuing aftershocks.287 Azar
declared emergencies in Louisiana
and Texas due to Hurricane Laura
and in Oregon and California due
to wildfires. The declarations and
related waivers give HHS’s Centers for
Medicare & Medicaid Services (CMS)
beneficiaries and their healthcare
providers and suppliers greater
flexibility in meeting emergency
health needs.288,289

l

 ealth center support. In September
H
2020, HHS, through HRSA, awarded
more than $79 million in construction
and other capital support for 165
HRSA-funded health centers impacted
by Hurricanes Florence and Michael,
Typhoon Mangkut, and Super
Typhoon Yutu, as well as for wildfires
and earthquakes that occurred in
2018 and tornadoes and floods that
occurred in 2019.290

Notable Research Findings,
Meetings, and Federal Hearings:
l

 xtreme rain. Research from the
E
National Oceanic and Atmospheric
Administration on all Atlantic
hurricanes affecting the southeastern
and eastern United States during the
20th century found that extreme rain
risk is highest after hurricanes weaken
into tropical storms. The heaviest
rainfall over the largest areas occurs
after major hurricanes become tropical
storms, not during the hurricanes—
even major hurricanes—themselves.291

l

 ational Risk Index. In November
N
2020, the Federal Emergency
Management Agency (FEMA) released
the National Risk Index, an online

tool to help illustrate the nation’s
communities most at risk of natural
hazards. It provides a holistic view
of community-level risk nationwide
by combining 18 hazards with
socioeconomic and built-environment
factors. The tool determines risk by
reviewing a community’s expected
annual loss, by measuring hazard
frequency, exposure, and historic loss
rate; social vulnerability, by measuring
the susceptibility of impacted social
groups; and community resilience, by
measuring the ability of a community
to recover from the impacts of natural
hazards. These data can help in
developing a FEMA-approved hazardmitigation plan to help increase
community resilience, which is a
prerequisite for applying for FEMA’s
mitigation grants.292
l

 limate reports. The United Nations’
C
World Meteorological Organization
released two reports on climate in
2020. The State of Climate Services
(2020) found that between 1970
and 2019, 79 percent of disasters
worldwide involved weather-, water-,
and climate-related hazards, which
accounted for 56 percent of deaths
and 75 percent of economic losses
from disasters. The report highlights
progress made in early warning
systems’ capacity, and it identifies
where and how governments can
invest in effective early warning
systems to strengthen countries’
resilience to multiple weather-,
water-, and climate-related hazards.
United in Science 2020, a new
multi-agency report from leading
science organizations, highlights the
increasing and irreversible impacts of
climate change and documents how
COVID-19 has impeded the ability to
monitor these changes through the
global observing system.293
TFAH • tfah.org

59

CLIMATE CHANGE & HEALTH: MEASURING STATES’
VULNERABILITY AND PREPAREDNESS
TFAH and JHU Bloomberg School of Public Health study reports on states’
vulnerability to and readiness for the health impacts of climate change.
Climate change poses serious,

Fortunately, important opportunities

immediate threats to human health.

to protect people’s health from the

Catastrophic impacts are well-

impacts of climate change exist at the

understood, such as death and

state and local level. Adaptation, which

injury from more frequent and more

seeks to reduce injuries, illness, death,

intense hurricanes and wildfires.

and suffering, is an extension of public

Many dangers, however, lack a

health approaches that emphasize

singular, spectacular event and are

prevention and preparedness. Many of

therefore more insidious: longer-lasting

these actions are driven by state-level

heatwaves; poorer air quality; chronic

plans, policies, and programs, which

flooding; increases in vector-, water-,

provide a critical foundation and supply

and food-related infections; and the

of resources to support additional

toll all of this takes on people’s mental

efforts at the community level.

health and well-being.

country, each state and its communities

through human activities over the past

will experience climate change differently.

two centuries has made some level

State leaders must understand their

of global warming inevitable. Humans

particular risks and vulnerabilities in

must learn to live with the effects

order to plan effectively. In areas of a

of this change (adaptation), even as

state where vulnerability is higher, state

they pursue the essential objective of

leaders should invest more in adaptation

minimizing future warming by reducing

and preparedness. Likewise, states that

greenhouse gas emissions (mitigation).

are more vulnerable overall should go

Climate change, however, does not
affect all people and places equally.
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Given the size and diversity of the

The release of greenhouse gases

to greater lengths to adapt to climaterelated hazards.

A person’s experience depends,

A December 2020 report, Climate Change

in large part, on where she lives.

& Health: Assessing State Preparedness,

Many health outcomes are linked to

by TFAH and the Johns Hopkins

environmental factors and, therefore,

Bloomberg School of Public Health,

sensitive to changes in climate. Social

examined states’ readiness to protect

and demographic factors also drive

residents from the health impacts of

vulnerability, meaning that the health

climate change in light of the nature and

of some communities or people could

level of risks they face.294 While every

be more affected than others. In many

state had engaged in at least some level

cases, vulnerability reflects existing

of planning and preparation, there was

health risk factors and disparities,

significant variation, and, in many places,

which are in turn tied to structural and

a great deal of room for improvement. Of

systemic racism.

greatest concern, states with the highest

The results provide a portrait of state-level preparedness for the health impacts of
climate change in the United States. While researchers found that every state had
engaged
in at least some level of planning
and
preparation—the
extentfully
or effectiveness
levels of vulnerability—predominantly
particularly
those
who are most
funding the CDC’s Climate and
of
planinimplementation,
adverse
part
of thebolstering states’
located
the Southeast—tendedcritical
to be to preventing
vulnerable, are
safe andoutcomes,
secure. The was not
Health
program,
assessment—there
variation,
in and
many
places,
ofhealth
roompreparedness
among the least prepared.was
(Seesignificant
Table 14.)
report offersand,
federal
state
policy a great
coredeal
public
for improvement. Of greatest concern,
found that states with
the highest
and researchers
program recommendations,
capabilities,
and establishing ongoing,
Leaders at all levels of government
levels of vulnerability—predominantly
located
in the
Southeast—tended
to be among
the and staff for
including
enacting
legislation
dedicated
state funding
must act with urgency and persistent
least prepared. (See Table 1.)
requiring a national strategic plan,
climate-related preparations.
focus to ensure that their people,

Table 1
States
Grouped
by Level
of Vulnerability
Preparedness
Table
14. States
Grouped
by Level ofand
Vulnerability
and Preparedness
Vulnerability
Group

Least
Vulnerable

More
Vulnerable

Most
Vulnerable

State
Utah
Maryland
Vermont
Colorado
Wisconsin
New Hampshire
District of Columbia
Maine
Minnesota
Washington
Michigan
Alaska
North Dakota
Nebraska
Idaho
Montana
Wyoming
Virginia
Massachusetts
Rhode Island
Illinois
New York
Pennsylvania
Connecticut
Oregon
Delaware
Kansas
Iowa
Indiana
Ohio
New Jersey
Hawaii
Nevada
South Dakota
North Carolina
Arizona
Alabama
California
Louisiana
New Mexico
Arkansas
Missouri
Florida
Tennessee
Georgia
Kentucky
South Carolina
Texas
Mississippi
Oklahoma
West Virginia

Climate Change & Health: Assessing State Preparedness

Vulnerability Score

Preparedness Score

3.8
4.4
4.3
4.0
4.4
4.1
4.5
4.5
4.4
4.5
4.7
3.4
4.1
4.6
4.2
4.3
4.2
4.8
4.9
4.9
4.9
5.3
5.3
4.9
4.8
4.9
5.1
4.9
5.0
5.1
5.2
5.3
4.9
4.8
5.5
5.4
5.8
5.5
5.9
5.8
6.1
5.4
6.3
5.5
5.6
5.9
5.9
5.5
5.9
5.5
5.8

6.6
6.3
6.3
6.2
6.1
6.0
5.9
5.9
5.8
5.8
5.8
5.4
5.2
5.1
5.0
4.8
4.5
6.3
6.2
6.0
6.0
5.9
5.9
5.9
5.8
5.7
5.3
5.3
5.0
5.0
4.9
4.8
4.6
4.5
6.0
5.9
5.8
5.8
5.7
5.7
5.5
5.5
5.1
4.9
4.9
4.8
4.8
4.6
4.5
4.5
4.0

Least Vulnerable: 3.4-4.7
More Vulnerable: 4.8-5.3
Most Vulnerable: 5.4-6.3

Least Prepared: 4.0-5.0
More Prepared: 5.1-5.8
Most Prepared: 5.9-6.6

“Most prepared,”
among states
that were
“least vulnerable.”

“Least prepared,”
among states
that were
“least vulnerable.”

8
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All Hazards Events and Policy Actions
Notable Incidents:
l

 -cigarette and vaping injuries and
E
deaths. According to the CDC, as of
February 18, 2020, a total of 2,807
hospitalized e-cigarette or vapingassociated lung injuries (EVALI) or
deaths were reported to the CDC from
all 50 states, DC, Puerto Rico, and the
U.S. Virgin Islands. Sixty-eight deaths
have been confirmed in 29 states and
DC. Due to continued declines in new
EVALI cases since September 2019, and
the identification of vitamin E acetate as
a likely primary cause of EVALI, the CDC
is no longer collecting case reports.295

l

 ass shootings. During 2020, in the
M
United States, there were 611 mass
shootings—defined as an incident in
which at least four people are shot,
excluding the shooter—in 2020.296
This is a significant increase since
2019, when there were 417 total mass
shootings.297 These events have longterm health effects on communities
and survivors, including posttraumatic-stress disorder, substance
abuse, anxiety, and depression.298

l

 error attacks. On Christmas day,
T
a bomb detonated in downtown
Nashville, damaging over 40 businesses
in the area and injuring three people.
Quick evacuations by first-responders
likely saved lives in the area.299 While
the motivation for the Christmas Day
bombing is not known, the Center for
Strategic and International Studies
reported that white supremacists and
other like-minded extremists conducted
two-thirds of terrorist plots and attacks in
the United States as of October 2020.300

Notable Events and Policy Actions:
l
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 nimal disease research. The U.S.
A
Department of Homeland Security
is transferring a new facility—the
TFAH • tfah.org

National Bio and Agro-Defense
Facility, which will research foreign
animal diseases—to the U.S.
Department of Agriculture. Foreign
animal diseases pose a risk to livestock
(and in rare cases, people) and the
facility will develop countermeasures
for these diseases. A report by the
Government Accountability Office
(GAO) found that it may not be ready
to open in December 2022 as planned,
despite both departments following
practices for a successful transfer.301
l

 adiological detection. The Defense
R
Advanced Research Projects Agency
(DARPA) greenlit an automated,
networked radiation detection system
known as SIGMA for use by the Port
Authority of New York and New Jersey,
which is theoretically capable of
providing counterterrorism support
through constant monitoring for
radiological and nuclear threats.
DARPA has further developed and
tested sensors for SIGMA to add
chemical, biological, and explosive
threat detection to its list of
capabilities. SIGMA is based in worn,
portable sensors, vehicular-mounted
sensors, and stationary sensors at key
transportation nodes, and it can be
constantly improved through regular
software updates. Officials and firstresponders can use SIGMA to track
alerts and threats in real time, allowing
for enhanced coordination.302

l

 ext Generation 911. The U.S.
N
Department of Homeland Security
Science and Technology Directorate and
the U.S. Department of Transportation
have begun systems interoperability
and compatibility testing for the Next
Generation 911 (NG911) through a
contract with the Critical Infrastructure

Resilience Institute of the University of
Illinois at Urbana-Champaign. NG911
will update the current nationwide
emergency response system to an
Internet Protocol (IP) platform, which
will enable voice, video, photographs,
text, and future communications
technologies to be transmitted to and
by the public and first-responders for
assistance.303 No system launch date has
been announced.
l

 HS/ASPR Strategic Plan. In April
H
2020, the U.S. Office of the Assistant
Secretary for Preparedness and
Response (ASPR) released the ASPR
Strategic Plan for FY 2020-23, which
organizes and identifies how ASPR
will fulfill its mission of saving lives
and protecting Americans from
21st-century health security threats
and achieve its strategic vision: “the
nation’s health care and response
systems and the communities they
serve are prepared, responsive, and
resilient, thereby limiting the adverse
health impacts of emergencies and
disasters.” The plan builds on the
successful foundation established by
the ASPR strategic plans issued in
2011 and 2014, and aligns with the
HHS Strategic Plan FY 2018-2022
and other relevant national strategies
and legislation. It is also informed
by experience and lessons from realworld incidents, exercises, and training
activities occurring over more than a
decade. The plan organizes ASPR’s
efforts under four priority goals: (1)
foster strong leadership; (2) sustain
robust and reliable public health
security capabilities; (3) advance an
innovative medical countermeasures
enterprise; and (4) build a regional
disaster health response system.304

Notable Research Findings,
Meetings, and Federal Hearings:
l

l

l

l

 etention of the public health
R
workforce. As of November 2020, at
least 70 top public health officials had
been fired, resigned, or planned to
leave their posts since the beginning
of the pandemic.305 The alarming
trend often resulted from threats,
both in-person and via social media,
scapegoating, or political retribution.
Even before the pandemic and related
recession, state health agencies had
lost nearly 10 percent of their fulltime equivalent (FTE) workforce from
2012 to 2019,306 while local health
departments lost about 16 percent of
their FTE staff from 2008 to 2019.307
 ecruitment and retention of
R
scientists. A May 2020 GAO report
found that HHS has had trouble
recruiting and retaining medical,
engineering, and other science and
technology professionals to support
activities like biomedical and clinical
research. The 21st Century Cures
Act provides additional hiring and
retention authority—allowing HHS to
hire up to 2,000 scientists with certain
specialized graduate degrees and to
increase the top pay to hire and retain
an expert staff.308
 ebuilding the Public Health
R
Workforce. State and local revenue
losses due to the COVID-19 economic
crisis is likely to lead to budget cuts
at the state and local level and is
expected to worsen the public health
workforce staffing shortfall. COVID
response funding did allow for shortterm staffing increases but not for the
hiring of the permanent public health
professionals necessary to meet 21stcentury challenges.309

l

 ntibiotic resistance. Two novel
A
investigative drugs that target antibioticresistant infections began advanced
development through the Biomedical
Advanced Research and Development
Authority to begin phase 2 and 3 clinical
trials. One drug tackles Clostridioides
difficile (C. difficile) infections, which
causes an estimated12,800 deaths
per year.310 The second uses CRISPR
technology to kill Escherichia coli (E.
coli) bacteria that cause recurring or
drug-resistant urinary tract infections. If
successful, it would be the first CRISPRengineered bacteriophage therapy to
be FDA-approved.311 Bacteriophages
are viruses that infect and replicate
only in bacterial cells. They cannot
infect human cells, and because each
type of bacteriophage only kills a
specific set of bacteria, it’s less likely to
disturb the beneficial bacteria in the
human body.312 In addition, the FDA
approved cefiderocol for hospitalacquired, ventilator-associated bacterial
pneumonia due to multidrug-resistant
gram-negative bacteria.313
 egislative pandemic preparation
L
blueprint. In July 2020, then–Senate
Health, Education, Labor and Pensions
(HELP) Committee Chairman Lamar
Alexander released “Preparing for the
Next Pandemic,” a legislative blueprint
with five recommendations for
legislators to address future pandemics
based on lessons learned from COVID19 and the past 20 years of pandemic
planning. The five recommendations
involve: (1) accelerated research and
development for tests, treatments,
and vaccines; (2) expanded disease
surveillance; (3) improved stockpile
capacity and distribution process; (4)
improved state and local response

capacity; and (5) improved federal
coordination.314 Leading public health
experts sent the committee over
350 recommendations of short-term
and long-term proposals to address
future pandemics on a range of
topics, including sustaining onshore
manufacturing, creating and sustaining
state stockpiles, and improving the
federal stockpile.315
l

 reparedness Summit. In August 2020,
P
more than 1,300 attendees—who work
in all levels of government, emergency
management, volunteer organizations,
healthcare coalitions, and academia—
participated in the first ever virtual
Preparedness Summit, “Fixing Our
Fault Lines: Addressing Systemic
Vulnerabilities.” Attendees participated
in more than 115 demonstrations,
workshops, and educational sessions,
and heard from expert-led panels,
which provided an opportunity to
prepare for, respond to, and recover
from the waves of the COVID-19
pandemic and the many other threats
to public health and health security.316

l

 OVID-19 and Achieving Health
C
Equity Report. In September 2020,
then–Senate HELP Committee
Ranking Member Patty Murray
also released a report, “COVID19 & Achieving Health Equity:
Congressional Action is Necessary
to Address Racism and Inequality in
the U.S. Health Care System.” The
report included 30 recommendations
to Congress, including dedicated
funding for COVID-19 relief for
communities of color, requiring an
equitable vaccine distribution plan,
and a federal right to paid sick days
and family and medical leave.317
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Appendix B: Methodology
Trust for America’s Health (TFAH) made major refinements
to its methodology for Ready or Not in 2018. For more
information, see the 2019 edition of the series, Appendix A:
Methodology.318
To meet TFAH’s criteria, each indicator
must be:
l

Significant. The indicator needed
to be a meaningful measure of
states’ public health emergency
preparedness. The NHSPI first
measured significance by using a
multistage Delphi process with a
panel of experts and then again
by TFAH through interviews with
additional experts.

l

 roadly relevant and accessible. The
B
indicator needed to be relevant—and
timely data needed to be accessible—for
every state and the District of Columbia.

l

 imely. Data for the indicator needed
T
to be updated regularly.

l

 cientifically valid. Data supporting
S
the indicator needed to be credible
and rigorously constructed.

l

 onpartisan. The indicator, and data
N
supporting the indicator, could not
be rooted in or seen as rooted in any
political goals.

MARCH 2021

Using these criteria, TFAH aims to select
a broad set of actionable indicators
with which it—and other stakeholders,
including states themselves—can
continue to track states’ progress.
(Complete data were not available for
U.S. territories.) TFAH will strive to
retain all or most of these indicators for
multiple years to assist states in tracking

their progress against each measure.
TFAH seeks measures that are
incorporated in the NHSPI and that
most closely meet TFAH’s criteria.
There is one exception: a measure of
state public health funding-level trends
that the NHSPI does not track.

Indicator Data Collection
The NHSPI provided TFAH with data
for every indicator except five (those
data tied to the NLC, public health
funding, flu vaccination, hospital
patient safety, and laboratory surge
capacity). In cases where newer data
were available than those modeled in
the 2020 edition of the NHSPI, TFAH
collected and verified figures from their
original sources.

Public Health Funding Data
Collection and Verification
To collect public health funding data
for this report, TFAH examined states’
publicly available funding documents
and surveyed state officials. Informed by
the Public Health Activities and Services
Tracking project at the University of
Washington, TFAH defines public health
programming and services as inclusive of
communicable disease control; chronic
disease prevention; injury prevention;
environmental public health; maternal,
child, and family health; and access
to and linkage with clinical care.
Specifically, this definition includes:

l

l

l

l

l

 ommunicable disease control.
C
Public health services related to
communicable disease epidemiology,
hepatitis, HIV/AIDS, immunization,
sexually transmitted diseases,
tuberculosis, etc.
 hronic disease prevention. Public
C
health services related to asthma,
cancer, cardiovascular disease,
diabetes, obesity, tobacco, etc.
I njury prevention. Public health
services related to firearms, motor
vehicles, occupational injuries,
senior falls prevention, substanceuse disorder, other intentional and
unintentional injuries, etc.
 nvironmental public health. Public
E
health services related to air and water
quality, fish and shellfish, food safety,
hazardous substances and sites, lead,
onsite wastewater, solid and hazardous
waste, zoonotic diseases, etc.

to improve comparability between
the two years when a reorganization
of departmental responsibilities had
occurred over the period.

Scoring and Tier Placements

l

 doption of the NLC: 0.5 point. No
A
adoption: 0 points.

l

 ercent of hospitals participating in
P
healthcare coalitions: TFAH scored
states according to the number of
standard deviations above or below the
mean of state results.
• Within one standard deviation above
the mean (and states with universal
participation): 1 point.
• Within one standard deviation below
the mean: 0.75 point.

TFAH excludes from its definition
insurance coverage programs, such
as Medicaid or the Children’s Health
Insurance Program, as well as inpatient
clinical facilities.

• Between two and three standard
deviations below the mean: 0.25 point.

• Between one and two standard
deviations below the mean: 0.5 point.

• More than three standard deviations
below the mean: 0 points.

 ercent of population who used a
P
community water system that failed
to meet all applicable health-based
standards: TFAH scored states
according to the number of standard
deviations above or below the mean
of state results.
• Within one standard deviation
above the mean (and states with
0 percent of residents who used a
noncompliant community system):
1 point.

Specifically, TFAH scored each indicator
as follows:

 aternal, child, and family health.
M
Public health services related to
the coordination of services; direct
service; family planning; newborn
screening; population-based maternal,
child, and family health; supplemental
nutrition; etc.

TFAH, under the guidance of state
respondents, revised data for the base
year. (In this report, that was FY 2019.)
For some states, this was necessary

•F
 unding decrease: 0 points.

TFAH grouped states based on their
performances across the 10 indicators,
and TFAH gave partial credit for some
indicators to draw finer distinctions
among states and within states over
time. TFAH placed states into three
tiers—high tier, middle tier, and
low tier—based on their relative
performance across the indicators.

l

 ize of state public health budget
S
compared with the past year
(nominally, not inflation-adjusted).
•N
 o change or funding increase: 0.5
point.

All states and the District of Columbia
verified their funding data.

 ccess to and linkage with clinical
A
care. Public health services related to
beneficiary eligibility determination,
provider or facility licensing, etc.

l

l

•W
 ithin one standard deviation below
the mean: 0.75 point.
•B
 etween one and two standard
deviations below the mean: 0.5 point.
• Between two and three standard
deviations below the mean: 0.25 point.
•M
 ore than three standard deviations
below the mean: 0 points.
l

 ercent of employed population with
P
paid time off: TFAH scored states
according to the number of standard
deviations above or below the mean of
state results.
•M
 ore than one standard deviation
above the mean: 1 point.
•W
 ithin one standard deviation above
the mean: 0.75 point.
•W
 ithin one standard deviation below
the mean: 0.5 point.

l

 ccreditation by the PHAB: 0.5 point.
A
Not accredited: 0 points.

• Between one and two standard
deviations below the mean: 0.25 point.

l

 ccreditation by the EMAP: 0.5 point.
A
Not accredited: 0 points.

•M
 ore than two standard deviations
below the mean: 0 points.
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l

 ercent of people ages 6 months
P
or older who received a seasonal
flu vaccination: TFAH scored states
according to the number of standard
deviations above or below the mean
of state results.
• More than one standard deviation
above the mean: 1 point.
• Within one standard deviation above
the mean: 0.75 point.
• Within one standard deviation below
the mean: 0.5 point.
• Between one and two standard
deviations below the mean: 0.25 point.
• More than two standard deviations
below the mean: 0 points.

l

 ercent of hospitals with a top-quality
P
ranking (“A” grade) on the Leapfrog
Hospital Safety Grade. TFAH scored
states according to the number of
standard deviations above or below the
mean of state results.

• More than one standard deviation
above the mean: 1 point.
• Within one standard deviation above
the mean: 0.75 point.
• Within one standard deviation below
the mean: 0.5 point.
• Positive number, more than one
standard deviation below the mean:
0.25 point.
• No hospitals with a top-quality ranking
(“A” grade): 0 points.
l

66

TFAH • tfah.org

 ublic health laboratory has a plan
P
for a six- to eight-week surge in testing
capacity: 0.5 point. Did not report
having a plan: 0 points.

The highest possible score a state could
receive was 7.5 points.
TFAH placed states whose scores
ranked among the top 17 in the highperformance tier. TFAH placed states
whose scores ranked between the 18thhighest and 34th-highest in the middle
tier. TFAH placed states with scores
ranked between the 35th-highest and
51st-highest in the low-performance tier.
(Ties in states’ scores can prevent an
even distribution across the tiers.)
This year, states in the high tier had
scores ranging from 6 to 7; states in the
middle tier had scores ranging from
5.25 to 5.75; and states in the low tier
had scores ranking from 4 to 5.

Assuring data quality
TFAH conducted several rigorous phases
of quality assurance to strengthen the
integrity of the data and to improve
and deepen TFAH’s understanding
of states’ performance, especially
that of outliers on specific indicators.
During collection of state public health
funding data, researchers systematically
inspected every verified data file
to identify incomplete responses,
inconsistencies, and apparent data entry
errors. Following this inspection, TFAH
contacted respondents and gave them
the opportunity to complete or correct
their funding data.
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