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Executive Summary

In 2023, the United States faced multiple public health emergencies. The COVID-19

pandemic, although no longer a declared emergency as of May, continued to pose significant

concerns. In addition, the country experienced 28 weather-related disasters that each caused

at least $1 billion in damage, a record number of such high-impact events. Severe storms in

Mississippi caused extensive damage, underscoring the need for effective emergency responses.

Wildfires in Maui, Hawaii, led to 100 known deaths and substantial destruction and economic

losses. Additionally, smoke from Canadian wildfires severely affected air quality in the Midwest

and Northeast, impacting vulnerable populations. Hurricane Idalia in the southeast U.S. and

Typhoon Mawar in Guam further highlighted the growing threat of weather-related disasters,

testing the resilience of public health infrastructures. These events emphasized the need for

a comprehensive approach to public health preparedness, one that integrates immediate

responses with long-term strategies for prevention, mitigation, and recovery.

Ready or Not: Protecting the Public’s Health from Diseases,
Disasters, and Bioterrorism, now in its 21st edition,
continues its crucial role tracking national public health
emergency preparedness. This edition remains as vital

as ever for policymakers, offering actionable data and
recommendations to enhance emergency preparedness
in their jurisdictions. The report’s key indicators provide

state officials with benchmarks to assess progress, identify

gaps in all-hazards preparedness, and compare their state’s
performance with others, serving as a vital tool for targeted

policy and fiscal decision-making.

In addition, the report’s special section discusses the increasing
health impacts of extreme heat, particularly on population
groups at disproportionate risk, and outlines action steps

officials should take to protect health during heat waves.

EFFECTIVE EMERGENCY PREPAREDNESS REQUIRES COMPREHENSIVE PUBLIC HEALTH

INVESTMENT AND SYSTEMS

Critical to public health preparedness and resilience is
investment in the full range of public health activities across
the Centers for Disease Control and Prevention (CDC), other
federal agencies and at the state, local, tribal, and territorial
levels. Public health emergencies, including extreme

weather events and infectious disease outbreaks, repeatedly
demonstrate the interconnectedness of the underlying health
of the population and disaster resilience.

People with chronic diseases or behavioral health conditions
typically have the worst outcomes during infectious disease
outbreaks or natural disasters. Preventing chronic diseases

and improving the underlying health of communities is
therefore key to averting severe health impacts during
emergencies. An effective public health response also
requires experts from a range of disciplines, such as maternal
health, child and adolescent health, older adult health,
behavioral health, environmental health, and health equity.

Investing only in one aspect of public health preparedness
while neglecting chronic disease prevention is short-sighted
and makes the nation more vulnerable in the long run.
Investing in programs that promote health in every community
is an important first step in emergency preparedness.



This Year’s Findings

In this 2024 report, as in past years, The Ready or Not report groups states scored in the high-performance tier, 13

states were scored by Trust for America’s and the District of Columbia into one placed in the middle-performance tier,

Health (TFAH) relative to one another of three tiers (high, middle, and low) and 16 were in the low-performance

for each indicator and overall. based on their relative performances tier (see Table 2). (See “Appendix B:
across the indicators. This year, 21 Methodology” for more information on
states and the District of Columbia the scoring process.)

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

INDICATORS

1 Incident Management: adoption of the Nurse Licensure Compact. 6 Workforce Resiliency and Infection Control: percentage of employed
population that used paid time off in any given month.

2 Institutional Quality: accreditation by the Public Health Accreditation 7 Countermeasure Utilization: percentage of people ages 6 months and
Board. older who received a seasonal flu vaccination.

3 Institutional Quality: accreditation by the Emergency Management 8 Patient Safety: percentage of hospitals with a top-quality ranking (“A”
Accreditation Program. grade) on the Leapfrog Hospital Safety Grade.

4 Institutional Quality: size of the state public health budget compared 9 Health Security Surveillance: the public health laboratory has a plan for
with the past year’s budget. a six- to eight-week surge in testing capacity.

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

Source: National Health Security Preparedness Index*

Notes: The National Council of State Boards of Nursing organizes the Nurse Licensure Compact. 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 B: Methodology” for a description of TFAH’s funding data-collection process, including its definition.

This year’s edition of Ready or Not does unable to access updated data from the the usual 10. States’ placement within
not include the Public Health System latest National Longitudinal Survey of the performance tiers may have been
Comprehensiveness indicator. This Public Health Systems (NALSYS) by affected by this change, either negatively
indicator, which has been a valuable part Systems for Action, data that were needed or positively. As we do every year, TFAH
of our report since 2022, assesses the to include the indicator in this year’s will evaluate the mix of performance
percentage of state populations served by report. Instead, this year’s assessment of indicators used in the report for the

a comprehensive public health system. state public health emergency readiness 2025 edition; we expect to return to 10
Unfortunately, we were unexpectedly is based on nine indicators rather than indicators at that time.

TABLE 2: State Public Health Emergency Preparedness
State performance, by scoring tier, 2023

Performance
i Number of States
Tier
High Tier AL, AZ, CO, CT, DC, FL, GA, KS, MA, ME, MS, NC, NE, NJ, OH, PA, RI, SC, TN, VA, VT, WA 21 states and DC
Middle Tier AR, DE, IA, ID, IL, MD, MO, MT, NH, NM, OK, UT, WI 13 states
Low Tier AK, CA, HI, IN, KY, LA, MI, MN, ND, NV, NY, OR, SD, TX, WV, WY 16 states

Note: See “Appendix B: Methodology” for scoring details. Complete data were not available for U.S. territories.
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TFAH’s analysis found:

A significant number of states have
proactively prepared to enhance
healthcare and public health
laboratory capacities in response

to emergencies. As of this report, 39
states have joined the Nurse Licensure
Compact, a notable increase from 26
states in 2017.2 This compact permits
registered nurses and licensed practical
or vocational nurses to practice across
multiple jurisdictions under a single
license. Such an arrangement is
particularly beneficial in emergencies,
as it allows for rapid augmentation of
healthcare staffing. Nurses, for instance,
can cross state boundaries to assist at
evacuation centers or other medical

facilities as needed.

Furthermore, all states have developed
written plans to significantly expand
public health laboratory capacity for
periods ranging from six to eight weeks,
with the exception of four: California,
Missouri, Utah, and Virginia. This
expansion is critical for managing
simultaneous emergencies or handling
large-scale outbreaks. These efforts
reflect a growing commitment to
emergency healthcare readiness and the
ability to respond effectively to a variety

of challenging scenarios.

A large majority of U.S. residents
who access their household water
from a community water system had
access to safe drinking water. In 2022,
on average, only b percent of state
residents were served by a community
water system that failed to meet all
relevant health-based standards. This

represents a marginal improvement

TFAH < tfah.org

from 2018, where 7 percent of residents
were in similar circumstances. Water
systems that do not comply with these
standards pose a heightened risk of
water-based emergencies, potentially
leading to contaminated water supplies
that endanger public health. To
enhance safety, continuous monitoring
and improvement of water system
standards are essential to reduce these
risks and ensure the provision of clean,

safe water for all residents.

A significant number of states

have achieved accreditation in

either public health, emergency
management, or both, demonstrating
their commitment to maintaining
high standards in these critical areas.
As of January 2024, either the Public
Health Accreditation Board or the
Emergency Management Accreditation
Program had accredited 43 states and
the District of Columbia. Notably, 29 of
these states, along with the District of
Columbia, have received accreditation
from both organizations. However,
seven states—Alaska, Hawaii, New
Hampshire, South Dakota, Texas, West
Virginia, and Wyoming—had not been
accredited by either body. Accreditation
from these programs is an important
indicator of a state’s preparedness and
capability in handling emergencies.

It helps ensure that there are effective
prevention and response systems in
place, operated by adequately trained
and qualified personnel. This dual
accreditation is vital for enhancing
state-level readiness and response to
public health and emergency situations,

contributing to a higher standard of

safety and preparedness for residents.
However, the lack of accreditation
does not necessarily mean that a state
failed to earn accreditation. It could
mean that the state chose not to apply
for accreditation or its accreditation

process is ongoing.

Seasonal flu vaccination rates in
the United States have experienced
notable shifts over the past few
years. While the country saw a
significant rise in flu vaccination
rates in earlier years, recent seasons
have seen a decline. Specifically, the
vaccination rate among Americans
ages 6 months and older increased
from 42 percent in the 2017-2018
season to a peak of 52 percent in
both the 2019-2020 and 2020-2021
seasons. However, this was followed by
a slight decrease to 51 percent in the
2021-2022 season. More concerning is
the 2022-2023 flu season, where CDC
reported a vaccination rate of just 49
percent, the lowest since the 2018~
2019 season.’ The Healthy People
2030 initiative, a federal program
establishing decade-long goals for
national health improvement, has

set a target of achieving a 70 percent
annual seasonal influenza vaccination
rate.* This target underscores the
importance of continued efforts to
promote flu vaccination, which is key
to reducing the incidence and severity
of seasonal flu outbreaks. Enhancing
public awareness and the accessibility
of flu vaccines will be crucial in
striving to exceed this target and
thereby prevent flu hospitalizations
and deaths.



In the United States, the utilization

of paid time off (PTO) among

workers varies across states,

reflecting disparities in public health
preparedness and workforce policies.
During the period from March 2018 to
March 2023, an average of 55 percent of
workers reported using some form of paid
time off, including sick leave, vacation,
and holidays. This measure, crucial for
public health, allows workers to stay home
during illnesses, reducing the spread

of diseases and easing the burden on
healthcare systems. The U.S. approach to
PTO is unique, lacking comprehensive
federal mandates and relying instead

on individual employer policies or state

or local legislation. The significance of

PTO was highlighted during the COVID-
19 pandemic, when temporary federal
mandates for sick leave helped reduce
virus transmission rates. However, the
absence of a uniform national policy
underscores the need for more consistent
and comprehensive approaches to ensure
workforce health and resilience. This
variability in PTO access and usage not
only impacts individual health but also
has broader implications for public health

cmergency preparedness and response.

In a fall 2023 assessment, only

25 percent of U.S. hospitals on
average earned an “A” grade for
patient safety. This rating measures

a hospital’s capability to ensure

patient safety and manage public
health emergencies. Historically,

U.S. hospital safety has evolved
dramatically, from improving medical
education standards to integrating
advanced technology and systematic
safety protocols. However, despite
these advancements, hospital errors
still rank as a leading cause of death,
necessitating continuous improvement
in hospital practices. This indicator
serves as a barometer of a hospital’s
performance in areas that are critical
for preparedness, including intensive
care capacity, prevention of hospital-
associated infections, error prevention,

and readiness for emergencies.

Report Purpose and Methodology

TFAH annually publishes the Ready

or Not report series, which evaluates
states’ preparedness for public health
emergencies. This assessment is based
on key indicators that collectively

form a checklist of crucial issues

and actions for states and localities

to address continually. The report,
encompassing all 50 states and the
District of Columbia, enables states to
compare their performance with that of
prior years and of similar jurisdictions.
This analysis was completed following
consultations with a diverse group of

subject-matter experts and practitioners.

The report’s indicators, primarily
sourced from the National Health
Security Preparedness Index (NHSPT),’

include a unique measure: the trend

in state public health funding levels,
with data collected by TFAH. This
indicator specifically gauges the
resource adequacy of key agencies for
emergency preparation and response.
The NHSPI, historically an initiative of
the Robert Wood Johnson Foundation,
was produced with scientific and
administrative direction from the
University of Kentucky and the University
of Colorado. For a comprehensive
understanding of how TFAH selected
and scored these indicators, see

‘“Appendix B: Methodology.”

Ready or Not and the NHSPI have
somewhat different purposes and are
meant to be complementary, rather
than duplicative. With more than 100
indicators, the NHSPI 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 large-scale
public health threats. In slight contrast,
Ready or Not, with its focus on fewer
select indicators, focuses attention

on state performances on a subset of
the index and spotlights important
areas in order for stakeholders to
prioritize a smaller, more focused set
of improvement goals. TFAH and the
NHSPI both work to help federal, state,
and local officials use data and findings
from each project to make Americans

safer and healthier.

TFAH < tfah.org
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The Health Impacts of Extreme Heat and its Disproportionate Risk for Some Populations

Everyone living in the United States will
experience the impacts of climate change,
including unprecedented heatwaves, but some

population groups are at heightened risk.

Episodes of extreme heat, already the
most frequent cause of climate related
illness and mortality, are becoming more
frequent, involve higher temperatures,
are longer in duration, and are occurring
in more regions of the country. These
events have led to new and expanded
threats to health, particularly among
populations at greater risk for heat-related
illness and in places where extreme heat
and /or sustained climate-related health
risks are new occurrences, thus residents
have not acclimated to them. In 2022,
more people died in the United States
due to extreme heat than due to any other

type of weatherrelated event.®

Climate scientists predict that episodes
of extreme and prolonged heat waves
will be the new norm. Extreme heat
deaths are known to disproportionately
affect Black and Native Americans (due
to socioeconomic factors) and people
living in urban or rural communities.”
Protecting people from the health effects
of heat is therefore an urgent public
health need, as is understanding and
responding to the ways in which some

population groups are at increased risk.

Record Heat: Who is at Heightened
Risk?

According to NASA, the summer of
2023 was the hottest ever recorded since
record-keeping started in 1880.% Many
parts of the United States, including
regions normally associated with cooler
summer temperatures, experienced
days of record-breaking heat. In August,
an estimated 57 million people living in

the South and Southwest regions of the

TFAH < tfah.org

COUHtI’y spent days under an excessive

heat warning, and an additional 54
million people were under a heat
advisory.” Examples of extended
extreme high temperatures occurred

in the Phoenix, Arizona area, which
experienced 54 consecutive days of
temperatures reaching 110 degrees." In
August, heat index measures reached
110 degrees in traditionally warm parts
of the country but also reached record

levels as far north as Southern Illinois.!

Most healthy adults are able to
manage heat within typical ranges,
but experts postulate that new levels
of extreme heat has led to more heat-
related illness nationwide particularly
among disproportionately impacted
groups, including under-resourced
and low-income communities,

many communities of color, Tribes,
immigrant populations, people

with chronic diseases, people using
medications that increase their heat-
associated risks, people with a substance
misuse disorder, pregnant people,
infants, children, older adults, people

who work outdoors, people who live

in urban heat islands, people living
without air conditioning (or those who
cannot afford to use it) and people who
live alone.'? Furthermore, belonging to
more than one of these groups, such

as an older adult living in an under-
resourced community, adds to the risk

of heat-related illness.

A further complication of protecting
people from the health impacts of
extreme heat is that heat effects
happen to different people at different
levels of exposure. In other words,
being outside or inside without air
conditioning on a hot day might
present little or no risk for some
people but high risk for others, making

general heat warnings less effective.

How Intersecting Risk Factors Increase
Heat Impacts on Some Groups

Many population groups are at the
highest risk of heat-related illness due
to their age (including children and
older adults), health, or economic
status. Typically, groups at heightened
risk include people with low incomes,

people with a disability, and some



communities of color. In addition, the
circumstances and built environment
in which people live—such as people
who are unhoused, have limited access
to transportation, work outdoors or in
workplaces without air conditioning,
people whose homes are not air
conditioned, and people who live in
urban heat islands (areas with little

or no green space that are without
shade-producing tree canopies and that
have a high proportion of asphalt)—
experience overlapping vulnerabilities
that increase people’s risk for
heat-related illness and mortality.
Furthermore, redlining, which was the
practice of systemically driving Black
residents to certain neighborhoods,
such as by denying home loans, created
segregated and under resourced
communities. Many of which continue
to experience disproportionate levels
of poor health outcomes and limited

economic opportunity.'?

Medical conditions such as heart
disease, obesity, diabetes, kidney
disease, and asthma—often occurring

at higher prevalence in communities
that experience social, economic, and
environmental disadvantages, including
income disparities and lack of access

to health promoting resources —can
worsen the health impacts of extreme

heat and other climate-related events.

In addition, the conditions in which a
person lives have a strong correlation

to their ability to protect their health
during heat waves. Research shows

that many communities of color are
disproportionately vulnerable to the
effects of extreme heat and air pollution
due to long standing impacts of structural
racism. For example, the effects of
discriminatory banking practices greatly
limited property values and buying

power within communities of color."*

Redlined communities typically were
core urban neighborhoods and Black
neighborhoods."” The effects of redlining
continue to impact health in many
communities of color today as more
Black people live in under resourced
communities, in urban heat islands or
near contaminated land or waterways,
putting them at greater risk of heat or

other environmental health threats.'

People who are unhoused are likely
to have no or limited access to air
conditioning and may also have
limited or no access to shade and
cooling centers. Furthermore, a 2014
study in New York City found a strong
association between older adults who
lived in deteriorating and dilapidated
housing and their vulnerability to

the impacts of extreme heat.!” Rural
populations can also be at heightened
risk of heat-related illness due to lack
of air conditioning, lack of access

to healthcare or social services, and

geographic isolation.'®

Heat and Pregnancy

Pregnant people exposed to high

levels of environmental heat are at
higher risk of developing labor and
delivery complications than expectant
people not experiencing chronic

heat exposure, according to a study
published in The Journal of the American
Medical Association."® The study results
linked exposure to environmental heat
to severe maternal morbidity, including
increased risk of cardiac arrest,
eclampsia, heart failure, and sepsis.?’
The study’s authors noted that the heat
many parts of the country experienced
during the summer of 2023 would
qualify as chronic exposure to extreme
heat,?! which can lead to pre-term births.
In 2019, one out of every 10 infants was a
pre-term birth, and health professionals

are concerned that the number of such

births will continue to rise due to the
increasing amount of extreme heat.?
Short and long term exposure to heat is

also a risk factor for stillbirth.?

Impacts of Extreme Heat on Infants and
Young Children

Children are often at higher risk for

the health impacts of climate change,
including extreme heat, than other age
groups for a number of reasons: their
bodies are still developing, they breathe
at a faster rate, and they often spend
more time outdoors.* Heat stroke is
particularly dangerous for children

and can lead to damage to their brains,

hearts, kidneys, and muscles.*

Exposure to extreme heat is also
dangerous for infants. Such exposure puts
babies at increased risk for preterm birth
and low birth weight. Babies can overheat
quickly; one reason is that their sweat
glands are not fully developed. Therefore,
one of the body’s primary methods

of remaining cool, sweating, is not as
effective in infants as it is in older groups.
Poor air quality, often related to wildfire
smoke (wildfires are often fueled by the
dry conditions created by extreme heat)
or ground-level ozone, can cause health
problems for everyone but is especially
dangerous for the developing lungs of a
child and can lead to increased risk for
adverse birth outcomes, developmental

disorders, and asthma.?’

The impact of extreme heat and
other climate change on children is

a strong example of the ways social,
economic, and environmental
inequities can exacerbate health risks.
For example, more children of color
live in communities where the impact
of extreme heat is a more significant
health risk than it is in affluent
communities. A community with few

trees and more industry, traffic, and

TFAH < tfah.org
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asphalt becomes a heat island with few

places for kids to play or cool off.

As longer and more intense heat waves
and wildfire smoke events increase,
preventing and monitoring these

events and their impact on children will
become more critical. School districts
need to be alert to the health risks
associated with excessive heat and /

or poor air quality in school buildings.
A 2020 Government Accountability
Office report found that an estimated
41 percent of U.S. public school districts
needed to update or replace their
heating /ventilation and air conditioning
systems in at least half of their school
buildings.*® The environmental safety
of school buildings is another place
where certain populations groups, often
people of color, are disproportionately
impacted, with schools in Black and
Hispanic neighborhoods more likely

to lack air conditioning or have poor

indoor air quality.*’

Impact of Extreme Heat on Older Adults

Older adults, people ages 65 and older,
are more prone to heat-related illness,
due to medications or chronic conditions
that impact their ability to regulate body
temperature or when their condition

is exacerbated by the heat. They are

also more susceptible to the negative
health effects of air pollution.* People
65 and older accounted for more heat-
related hospitalizations in the United
States than did any other age group.?!
Increases in overall average temperatures
and increasing numbers of heat waves

in communities across the country are
expected to lead to more heatrelated
illnesses and deaths among populations
at higher risk of poor outcomes,

including older adults.*

Because more people of color live in

urban heat islands, their life conditions

TFAH < tfah.org

increases their heat vulnerability.*
National data show that nearly 90
percent of U.S. households use air
conditioning, but about 12 percent of
households living below the poverty

line lack home air conditioning.**

When looked at through the lens of the
number of older adults living at or near
the poverty line, the lack of in-home

air conditioning creates health risks for
many older Americans. According to the
Congressional Research Service, in 2021
about 5.8 million people above the age
of 65 lived in poverty.** An additional
consideration is older adults who have air

conditioning but cannot afford to use it.

Reliance on public transportation to
get to a store, a medical appointment,
or a cooling center during a heat wave
is another example of an increased
vulnerability for some older adults.
According to a University of Maryland
School of Medicine study, 20 percent
of senior adults report that they rely
on public transportation to get to their

medical appointments.*®

Heat and Indigenous Populations

Native Americans, Native Alaskans, and
Native Hawaiians are often at higher

risk for health impacts during periods

of extreme heat. According to CDC

data and reporting, between 2004 and
2018, indigenous groups experienced
the highest rate of heat-related deaths

in the United States.”” One primary
reason is the higher levels of chronic
disease within Indigenous populations
due to long-standing inequities in the
social determinants of health such as
access to education, employment, and
healthcare.®® Other factors include threats
to natural resources and ecosystems
produced by climate change as well as a
lack of health promoting infrastructure in

some Indigenous communities.*

Heat Impacts on People Who Live in
Public Housing

People who live in public housing often
have higher rates of chronic disease
often associated with income levels,
access to transportation and healthcare,
and environmental hazards. They are
also typically older. These factors put
them at higher risk for heat-related
illness. Adding to the risk factors are
poor indoor air quality and a lack of air
conditioning and green space within

many communities with public housing.*’

Heat and People with Existing Medical or
Behavioral Health Conditions or Disabilities

Extreme heat multiplies the health risks
for people with mental and cognitive
health conditions, as well as for people
with chronic health conditions and
disabilities.*! People with behavioral
health conditions are often at higher
risk of harm during heat waves as the
use of alcohol, drugs, and psychotropic
medications increase the risk of heat-
related illness and death.*? Periods of
extreme heat have also been found

to be associated with increases in
insomnia, depressive feelings, suicidal

ideation, and suicide.*®

What Action Steps are Needed?

Protecting health from the impacts of
extreme heat requires attention and
action steps at many levels and by many
sectors, including federal, state, and
local government; employers; the public
health system; the healthcare sector;
and schools, among others. An issue in
many communities is what agency has
lead or coordinating responsibility for
protecting residents from the health
impacts of extreme heat. Clarity is
needed about who is in charge and that
office or agency needs the resources

to do the job. Emergency response



and public health systems need to

be involved and working together as
does the healthcare delivery system.
Community partners are also needed.

Programs to protect residents from
the health impacts of extreme heat
will need to focus on increasing the
community, family, and individual
ability to adapt to the environmental
impacts of climate change and on

advancing environmental justice.

Heat response plans describe and
organize activities to prevent heat-related
illness and deaths.** CDC advises that

in creating heat response plans, local
health departments, working with other
partners—such as emergency response
agencies, fire, police, emergency
services, and social service providers—
should consider local conditions,

capacities, resources, and populations.*®

In addition to community-level
conditions, an individual’s or
household’s ability to adapt to the
impacts of heat and /or air quality is

a consequential factor in how they

fare during heat or other climate-
related emergencies, and that ability

is often related to income, health
status, age, English proficiency, and
where people live. Therefore, heat
adaptation programs should be
designed and implemented in ways
that prioritize equity and address the
needs of communities most at risk first.
The needs of pregnant people, young
children, older adults, and people with
chronic illness or disabilities must be

recognized in all planning.

A variety of programs are recommended,
being piloted, or are in place in states
and localities to create more heat-
resilient communities. The following is a

sampling of such programs:

CDC recommends that municipal
heat response plans include:

® An overview of the anticipated impacts
of extreme heat

® A description of thresholds for activation

® |dentification of at-risk populations and
geographies

® Relevant community considerations

® |dentification of preparedness, response,
and recovery actions and partnerships

® Delineated roles and responsibilities,
including how efforts will be coordinated

® An evaluation and revision process

Heat response actions can include:
® Surveillance

® Heat-health messaging and
communications, including in the
workplace

® Frontline healthcare and social services
interventions

® Neighbor outreach

® Cooling centers

® Water distribution

® Fan distribution

® Changes to the built environment

® Energy assistance*®

Also at the federal level, in July 2023, the U.S. Department of Labor’s Occupational

Safety and Health Administration released a heat hazard alert to share information with

employers about their responsibility to protect workers against heat-related illness and

how to go about doing so.*

® A 2022 examination of 21 local
government heat action plans found
that all the plans included surveillance
systems and activation triggers,
heat health messaging and risk
communication, the use of cooling

centers, and interagency coordination.*®

® California has identified six areas for
state action to protect residents from

the effects of extreme heat:

1. Implement a state-wide monitoring
system to identify extreme heat
and heat illness events before they
are impacting people, to monitor

trends, and to intervene early.

2. Accelerate readiness to protect
communities most impacted by
extreme heat, including through
cooling more schools and homes,
supporting community resilience
centers, and expanding nature-

based solutions.
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3. Reaches communities that are

disproportionately impacted.

4. Expand economic opportunities that

will address extreme heat impacts.

5. Increase public awareness about the

health risks of extreme heat.

6. Protect natural and working lands,
ecosystems, and biodiversity from

the impacts of extreme heat.*

® Some cities are working to reduce
urban heat islands through green
infrastructure investments, including
planting trees and encouraging the
creation of green and cool roofs
through grant and tax-credit programs.*
Shade is particularly important near
public transportation stops and walking

routes to shops and schools.

® Many municipalities have heat early
warning systems, including planning
with healthcare and social service
providers. Planning should ensure
that heat related public messaging

reaches vulnerable populations.’

® Municipalities are partnering with
community-based organizations
to plan and execute programs to
protect residents during periods of

extreme heat.

® When building or resurfacing
roads, some jurisdictions are using
surfaces that produce less heat. A
number of cool pavement systems
and materials are currently in use or

being studied.??

ADDITIONAL RESOURCES:

The National Integrated Heat Health
Information System was created by
the National Oceanic and Atmospheric
Administration and CDC to develop
and provide actionable, science-based
information to help protect people from
the effects of heat. heat.gov

The health threats created by extreme
heat are serious and increasing, which
makes continued research, funding,
piloting, and scaling programs that can

mitigate the impact of heat on health

CDC’s Climate and Health Program
Heat & Health Tracker provides heat
and health information at the local level
to allow community officials to better
prepare for and respond to extreme heat
events, including heat exposure and
heat-related illness data. Ephtracking.
cdc.gov/Applications/heatTracker/

critically important. Public health must
play a key role in helping to implement
these programs, and policymakers must
provide the public health system with

the resources to do so.



Interview with Marta Segura, MPH
Chief Heat Officer, City of Los Angeles

TFAH: What does your day-to-day work
as a heat officer look like? Which
types of partners do you engage with

most frequently?

Ms. Segura: As the founding Chief Heat
Officer and the Director of the Climate
Emergency Mobilization Office for the
city of Los Angeles, and with heat as our
most dangerous climate hazard, I hit the
ground running. I had to start executing,
planning, and growing our team while
simultaneously putting out fires, creating
policy, and planning for the long term.
You’re planning, hiring staff, and
developing the data and the policy reports
so that your office is positioned to create
long-term impacts, and in our case, with
public health and equity as a throughline.
We have a staff of six now but started as

an office of one. My team and I combine
the work of resilience officers, emergency
response officers and climate officers while
also addressing public outreach, media,
and communications so that we keep the
public informed about what to do and
how to protect themselves from the risks
of extreme heat. A key day-to-day role is
influencing equitable climate policy within
the city, state, and federal governments,
and meeting with colleagues across the
globe through various climate cohorts,

such as C40 Cities, Ten Across, and others.

So, you have at least five key pillars

in doing this work — extreme heat

and climate planning, climate policy
reporting, emergency response, public
awareness /stakeholder engagement,
and coordination and collaboration with

various departments who have a key role

in heat mitigation and adaptation. Every
day, I ask myself ‘how does this improve
the health and livability of our most
vulnerable communities,” because if we
improve conditions for them, we improve

climate and extreme heat solutions for all.

If you ask some leaders in other cities
they often say, ‘oh, cities exist to spur
economic development’ or ‘we’re here
to create economic vitality.” But I would
say those are means and metrics, not the
ultimate results we seek. Our city charter
plainly states that protecting the health
and safety of our residents is our reason
to exist as a city. Strategies and climate
investments to reduce the effects of
extreme heat and other climate hazards
should be leveraged to create healthy
communities. We can do much of that
through equitable investments and green
job creation. But only by measuring a
reduction in health disparities and by
evaluating livability metrics will we know

if we are succeeding in our role as a city.

TFAH: How does your office coordinate
with emergency services during
extreme heat events, and what
protocols are in place to ensure rapid

response to heat-related emergencies?

Ms. Segura: Fortunately, the city of

Los Angeles has a terrific emergency
management department, led by our
general manager, Carol Parks. They’re

a phenomenal department and partner
that consistently seeks to be innovative and
collaborative. They’ve embraced my role
from day one and we have worked most

closely on our cooling center strategies and

Marta Segura was appointed the city of Los Angeles’ first-ever Chief Heat Officer in June 2022 while also serving
as the Director of the Climate Emergency Mobilization Office in a dual role. She is one of only ten chief heat officers
worldwide and the first Latina and person of color to hold this position within the United States.

on our forthcoming local hazard mitigation
plan, which will include heat and equity for
the first time. They have protocols for all
climate and natural disaster emergencies
and an adverse weather task force that
works with the National Weather Service,
which I'am a part of. When the National
Weather Service predicts that we will have
a heat alert, the emergency management
team calls the task force together. That
includes our office, the police and

fire departments, and [Los Angeles]
county’s public works and public health
departments. We all strategize and ensure
that we have the resources necessary to
address whatever the National Weather
Service tells us the potential challenges
will be. And that’s where we identify how
many cooling centers we need, how much
outreach to the unhoused to get them
sheltered we need, and deployment of
emergency responders, etc. I am very

grateful for their support.

Our next local hazard mitigation plan
(LHMP), which the Federal Emergency
Management Agency requires, will
include heat mitigation as a central
section, and that then informs FEMA
and the state of California on the

most vulnerable areas of L.A. and the
resources we need for preventing harm,
preparing our infrastructure and our
emergency response to extreme heat.
Only a few cities in the nation have
addressed extreme heat in their LHMPs.

TFAH: Do you have specific outreach
strategies to communicate with
populations at higher risk due to

extreme heat? Do you tailor your
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efforts culturally or linguistically for
specific populations that might not
have immediate access to traditional

media channels?

Ms. Segura: First, our office has an annual
heat awareness campaign that addresses
many vulnerable populations, and we
publish materials in several languages.
And we channel these to various multi-
ethnic media outlets. I'm proficient in
Spanish, so Latino media sources in Los
Angeles also interview us. We also have
Korean, Chinese, Armenian, and Tagalog
materials. We plan to add more languages
for the next heat season. We collaborate
with many departments and nonprofits to
execute our social media campaign and

our PSA campaigns as well.

With regard to the unhoused, fortunately,
this is a priority for our mayor. The
mayor’s office has an extensive network

of staff and offices that directly address
outreach for the unhoused. The mayor’s
office and the Los Angeles Homeless
Services Authority created and invested

in what they call climate stations, like
cooling centers. And these climate stations
have water, showers, shade, and triage.
The University of Southern California’s
street medicine team responds to the
unsheltered no matter where they are. The
public works department and the L.A.
Sanitation Department also have outreach
teams to address the unhoused. The heat
action plan that we’re developing will
assess our existing resources. Not only so
we don’t duplicate efforts but also so that

we are more synergistic.

The other strategy we will expand
involves working directly with nonprofit
organizations in those hard-to-reach
communities and promoting the
community health educator model.
Some of those organizations already
have community health educators. It’s

a natural partnership to connect with
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the local organizations that are already
experts in reaching these communities.
Additionally, the media has been
beneficial. The press has been interested
in conveying to these communities how
to protect themselves. I'm also part of a
regional climate collaborative, and last
year, we put this information on all of
our buses. We had 2,400 buses and all
had information on how people should

protect themselves during heat events.

TFAH: What kind of data does your
office collect or monitor? How does it
inform your longer-term strategies or

your day-to-day work?

Ms. Segura: One of our primary roles

in our charter is protecting public

health and safety. Thus, health must be

a key factor in our data and metrics to
effectively measure our success as a city.
One of the fortunate things about Los
Angeles is that we have a city-wide equity
index and the UCLA Heat Maps. The
data from the UCLA heat maps show the
excess emergency room visits and deaths
during heat waves for the past ten years.
We must also look for any correlation
between preexisting health conditions
and vulnerable communities with high
pollution burdens. Cities should also
identify data for infant mortality rates or
injuries to mothers during heat waves.
We know there are excessive infant
mortality rates in our Black and Brown
communities, for example. We need to
see the degree to which heat plays a role
in these disparities. If we could correlate
these higher rates with heat waves, we
could do more to protect pregnancies.
More tools and data allow us to accelerate
solutions. My role is to ensure that
equitable climate metrics are grounded
in local data and accelerate climate
solutions to reflect the climate disparities
in homes and communities and how city-

wide investments impact communities.

TFAH: Do you have advice for other
municipalities that want to install their
heat officer, even if they don’t have the
same resources that Los Angeles has?

Ms. Segura: You should prioritize your
goals based on the resources in your city.
In my case, we collaborate with public
safety, public health, and emergency
management departments and engage

in emergency operations with them to

fill gaps they have not addressed for

heat response and mitigation. Cooling
centers are more than Band-Aids for our
communities that lack thermal comfort or
AC at home, they are life saving measures.
But cities need to ensure people know
about them and that they are comfortable
and accessible. We are promoting the use
of our libraries more than ever because
we have 73 of them and they are very
local to most communities and are well
equipped to serve families and children
and even our unhoused. To prevent the
greatest harm, you must acknowledge
your emergency response role, not just a
climate policy role. It elevates the position
to a new level. So, if a city is looking to
address the effects and disparities caused
by extreme heat, that officer needs a

high level of influence, collaboration,
and resources to coordinate with various
agencies across the city. Also, make

sure that these priorities are legislated
and in your job description. Maintain
open communication with the city
council, mayor’s office, and the various
departments through the creation of

a heat action plan - also a critical part

of coordination and execution. We will
launch our first heat action plan this June.
Fundamentally, you have to be very good
at collaboration and leveraging existing
resources and doing so through plan
integration and alignment, with an eye
towards reducing the health disparities

and harm caused by extreme heat.



TFAH: What do you consider to be
the most pressing challenge related to

extreme heat exposure in children?

Dr. Huerta-Montanez: The first thing we
need to recognize is that children are
more vulnerable to extreme heat. The
most pressing challenge to protecting
children’s health, safety, and security
amid climate change challenges,
including extreme heat, is that society
is not placing children as a priority. If
we placed a premium on children’s
health and well-being, we would
address their needs and protect them
now, while having the will to take steps
necessary to bequeath them a healing
planet, invest in climate resilient and
healthier infrastructures, including
safer green spaces that support
community living. With 2023 being the
hottest year on record, it is imperative
that we strengthen our efforts, be
intentional in the work, and invest the
time and resources needed to protect
children from the risks related to
extreme heat. These risks can be easily
overlooked by our recognition of the
need for children to spend time outside
connecting with nature, playing sports,
rather than being plugged to screens,

sedentary and socially isolated.

We have a long way to go regarding
public awareness and achieving
positive impact in communities, and
more so with climate change, a crisis
that can be perceived as abstract. I
remember after the 2017 hurricanes
in Puerto Rico, I thought, this is a

wakeup call, but today we still see
the consequences of a painfully slow
response. It’s been over five years
and there are families that still have
blue tarps on their roofs. How can a
family with a broken roof be prepared
for extreme heat? This leads me to a
higher order, root problem: children
living in poverty. They are the most
vulnerable. Anything that we do to
protect children’s health and our
environment is going to improve
everybody’s health and readiness for
all these challenges.

In 2007, the American Academy of
Pediatrics was the first major medical
society to publish an evidence-based
policy statement about climate
change and children’s health.
Recommendations are written, we just

need to put them into practice.

TFAH: Given the accelerating impact
of climate change on heat, what
shorter-term actions should be taken

to protect children from its effects?

Dr. Huerta-Montanez: One component
of the solution to the climate crisis is

in the hands of the government and
businesses. But parents, caretakers, and
families can also become advocates for
children’s health and help to increase
awareness in their community. For
example, talking to their children’s
sports coaches to make sure that practice
and game planning consider the weather
forecast and avoid hours of extreme

heat. Even on days when temperatures

Interview with Gredia Huerta-Montanez, M.D., FAAP

San Juan, Puerto Rico

Dr. Huerta-Montanez is a pediatrician and the past president of the Puerto Rico Chapter of the American Academy
of Pediatrics (AAP). She is a current member of the Executive Committee of AAP’s Council of Environmental Health
and Climate Change.

are below 90 degrees, children must
take appropriate and frequent water and
cooling breaks. Tragedies happen on the
sports field due to heat related illnesses
and the risks are increasing with climate
change. Protecting the skin and the eyes
from the sun and learning the signs

and symptoms of heat related illness
and what to do are other examples of

important actions.

Parents must also be aware that people
are more irritable in extreme heat,
including children, especially if they
can’t play outdoors, which can make

them more restless and demanding.

For extremely hot days, families can plan
for indoor activities, so kids don’t end up
spending several hours with electronic
devices in their hands. This can be an
opportunity to create family time. If the
home does not have air conditioning or
they live in places with frequent power
outages like in Puerto Rico, it is important
to identify a safe place to go on those
extreme days—a shopping mall, church,
alibrary, or as in the case of communities
that are ahead on preparedness, a place
designated as a cooling center that

provide protection from heat.

TFAH: How can public health
and healthcare providers better
communicate heat-related challenges

to parents and caregivers?

Dr. Huerta-Montanez: First, we need
to support climate change and health
curricula, including mental health,

in medical and nursing schools
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and other healthcare professional
training programs, and in continued
education for those already in practice.
It is essential that clinicians be well
prepared to prevent, recognize, and
treat heat-related illnesses. Secondly,
there is an urgent need to revise the
role of medical insurance. Payers of
healthcare have a huge responsibility
in the adaptation of our healthcare
system to climate change. Physicians
need support to allocate more time

to patients to discuss climate and
health-related topics. In pediatrics,

the well-child care visit should be

an opportunity to discuss primary
prevention and health promotion topics
with the families including anticipatory
guidance on heat-related illness. But
preventive services are paid at a lower
rate for children than for adults,

which affects the time physicians can
dedicate to one-on-one education and
counseling. Thirdly, the medical home
is the ideal place to educate parents
and caregivers about these challenges
and how to protect their children. The
medical home model has been well
defined by the American Academy of
Pediatrics as an approach centered on
the family to provide comprehensive
care based on the patient needs from
infancy to adulthood. Unfortunately,
the payer system does not support the
medical home model, so there are many
inconsistencies and inequities in access
to comprehensive care, leaving many
families vulnerable to a range of health

risks, including heat.

Collaborations are fundamental to
communicate and raise awareness among
families, clinicians, and healthcare
providers about the climate change

effects on children’s health. For example,
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the Puerto Rico chapter of the American
Academy of Pediatrics has built a

strong coalition with the Supplemental
Nutrition Program for Women, Infants,
and Children (WIC) program as more
than 50 percent of children younger
than 5 years of age in Puerto Rico receive
nutritional services through WIC. We’ve
already trained almost all nutritionists in
the WIC program about climate change
and health, food and water security in
Puerto Rico, and the role of nutrition

in protecting children from the health
impacts of environmental exposures.

In particular, we are emphasizing

the importance of the growth and
development in the first 1,000 [days] of
life for healthier kids, to ensure they have

the resilience needed for climate change.

TFAH: We are seeing the closure of
children’s hospitals and shortages of
pediatric hospital beds, often in areas
facing risks of extreme heat. What
should policymakers at state and
national levels be thinking about to

alleviate these challenges?

Dr. Huerta-Montanez: It’s not a new
problem. It’s been happening for

at least a decade and the causes are
multifactorial. In 2018, almost a quarter
of children in the U.S. had to travel
farther for pediatric beds compared to
2009. Imagine a situation of increased
childhood illness and trauma in the
context of climate change. It magnifies
what is already happening. We learned
some lessons [about pediatric care] from
COVID-19, but there are so many lessons
we didn’t learn and unfortunately,

climate change is the next lesson.

Some factors responsible for closures
are shortages in the pediatric workforce

and lack of optimal training for other

healthcare professionals in pediatric
care. Children are not little adults and
there’s a specific level of inpatient

and acute care that they need. For
hospitals struggling financially, there

is, unfortunately, a tendency to assign
pediatric beds to adult patients, which
makes children even more vulnerable.
We need to increase consistent,
sustainable funding for pediatric-ready
emergency departments, licensed beds,
and increase the workforce to provide
trauma-informed, evidence-based care,
including for mental health. Support
should also include loan repayment and
the recruitment of underrepresented
populations in the pediatric workforce.
Given the burnout of the pediatric
healthcare workforce during the
pandemic, we also need to support the
well-being of healthcare providers in an
intentional way. We should also address
regulatory challenges, including
telemedicine models that are financially
sustainable, and invest in increasing the
capacity to support continuity of care

during disasters.

TFAH: How does extreme heat and
its related disasters impact children’s

mental and emotional well-being?

Dr. Huerta-Montaiiez: Prenatal
exposures during climate-related
events, including high heat, can
increase a baby’s risk for psychiatric and
developmental health outcomes later
in life. These outcomes are magnified
by social determinants such as living in
poverty, living in highly contaminated
areas, or poor access to medical care,
etc. Heat and other climate events
create interruptions in our normal
routines and can lead to stress and

disruption of family life. Children are at



greater risk of developing anxiety and
depression in association to extreme
heat and can also respond to heat

with behavioral problems. Psychiatric
medications can also interfere with their
body’s ability to respond to heat. Heat
has been linked to violent behavior

and crime which can impact children
directly and indirectly. Suicidality has
also been linked to climate change.

Sleep is fundamental to brain growth
and development, but heat waves bring
extremely hot nights, which leads to
poor quantity and quality of sleep.
Poor sleep leads to poor cognitive
function associated with depression,
stress, anxiety, and decision making.
These risks are exacerbated in children
with no air conditioning at home or
attending schools with no AC or living
in a heat island or very urbanized areas

that experience higher temperatures.

Another area that needs focus to be
better prepared for the impact of
climate change on mental health is
school health. The school setting
could be part of an effective model to
screen for these problems and refer
for care based on guidelines in climate

preparedness and mental health.

TFAH: How should states and territories
better prepare for pediatric needs
during times of heat extremes, and how
can the federal government support

that preparedness?

Dr. Huerta-Montanez: States and
territories are key for translating federal
policy into action, and all state and
territory actions should be community-
based. Community leaders know about
the day-to-day struggles and understand

those social determinants that lead

to injustices and inequities in their
communities. We need to listen and
empower communities to act if we
really want to make a difference. That
also means better collaboration with
local governments and NGOs, medical
organizations, the education sector—all
the key components—and be clear about
their specific role and goals, especially
for individuals who have leadership or

elected roles at state and territory levels.

We also need to listen to the best
existing evidence, translate that
science and share it with the
communities because we are not going
to protect children with opinions. For
example, there is evidence that cities
with highly urbanized areas are at
higher risk, so those local governments
need to take steps to invest in
infrastructure to protect people from
extreme heat; invest in early warning
systems, urban cooling centers, and
educate the communities about risk
factors. This communication isn’t a
one-time thing. The message has to be
repetitive, creative, and intentional;

it must consider people’s beliefs and
cultures; and be accessible to people
with neurodiversity and physical
challenges. Cities must be supported to
implement energy-efficient measures
to make sure we use more resilient
materials in our infrastructure while
protecting nature. It is important to
invest in vegetation and trees, as part
of long-term planning to lower urban
temperatures by increasing canopies
and green spaces, which has been
shown to improve mental health and

well-being for everybody.

States and territories are key
for translating federal policy

into action, and all state and

territory actions should be

community-based.
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PUBLIC HEALTH’S ROLE IN PROTECTING OLDER ADULTS DURING

EXTREME WEATHER EVENTS

The growth in the older adult population
in the United States is a public health
success story. As such, it is crucial

that the public health sector attends to
the complex health and social needs
that older people and their families

and caregivers face. The COVID-19
pandemic underscored public health’s
role in addressing the vulnerability of
older adults to infectious disease. The
potentially fatal impact of extreme heat
is a second area in which the public
health sector needs to be prepared

to safeguard older adult health. Older
adults are at higher risk for serious
health impacts during weather events
including extreme heat due to their often-
complex health conditions and because
more older people are socially isolated or
live in understaffed senior-living facilities.
Knowing and planning for the needs of
older adults during extreme weather
events is key to protecting their health.

The following are examples of how local
health departments are working to
protect the health of older adults during
heat waves.

Public Health-Seattle & King
County, Washington

The Pacific Northwest experienced a
long-duration, unprecedented heat wave
in the summer of 2021, resulting in

157 heat-related deaths, 67 percent of
which occurred in adults 65 and older.%3
In response, Public Health-Seattle &
King County (PHSKC) developed an
Extreme Heat Response Plan to outline
strategies the public health sector can
take to protect the community and limit
poor health outcomes from extreme
heat events.>* Strategies include a

new notification and warning system,

collaboration with local emergency
management for incident action

planning, and the development of heat
health and safety guidance that identifies
lead and enforcement agencies. The plan
also includes communication strategies,
such as disseminating information about
cooling center availability and locations
and promoting heat safety messaging
specifically for vulnerable populations
such as people in homeless shelters and
assisted-living facilities. These messages
are also provided in multiple languages.

PHSKC has been participating in TFAH’s
Age-Friendly Public Health Systems
(AFPHS) movement since 2020, raising
awareness of the public health roles in
healthy aging and identifying healthy

aging strategies within the AFPHS

6Cs Framework.%® As a result, PHSKC
conducted a survey of the county’s senior
centers to determine readiness for heat-
related emergencies, provided training for
public health practitioners to respond to
heat-related emergencies, and created
emergency kits for older adults determined
to have the highest need for support.
PHSKC is working to share these resources
with other local health jurisdictions in the
state to enhance the public health role

in preventing harm to older adults during
heat-related emergencies.®®

In other states:

® The New York State Department of
Health, in partnership with the New
York State Office for the Aging, offers
tips and resources for older adults and
their families and caregivers to stay
safe during excessive heat events,?’
including recognizing symptoms of
heat-related illness and information
about cooling centers.%®



® The city of Chicago developed a
system in which city workers call older
adults and are authorized to turn city
buildings into cooling centers when
temperatures rise.

® The Department of Human Services
in Oregon created tip sheets for
caregivers with information about
heat-related illnesses and contact
information for cooling centers.*°

® Some county health departments in
Florida have conducted walk-throughs
of their jurisdictions’ emergency-
needs shelters to identify and
eliminate fall risks and to ensure
adequate space for caregivers and
needed medical equipment.

In addition to the public health sector’'s
activities to protect older people from
extreme heat, there is a growing movement
of older adults who are engaged in the
climate change issue. As noted by the
National Council on Aging, “older adults
have enormous resources and represent
an engaged and energized group of climate
activists who are ‘rolling up their sleeves’

to impact the climate crisis.”®° Climate
experts, retired physicians, and others are
pooling their experience to raise awareness
and develop tools to educate older

people and equip communities to prevent
harm from heat-related climate events.
Promoting services like checking in on
older adults who are socially isolated and
disseminating fact sheets for families and
health providers are key strategies.

Through the AFPHS movement,®* many
state and local health departments are
implementing healthy aging policies
and programs. TFAH’s AFPHS “6Cs
Framework” offers guidance for health
departments to enhance efforts to
protect older adults from the effects of
extreme heat events:

1. Create and lead efforts to prioritize
older adults’ health and well-being
during emergencies by including older
adults in emergency preparedness
policies and plans.

2. Connect and convene key partners
across aging services, emergency
services, and healthcare to build
a high-level coalition committed to
optimizing emergency preparedness
systems and support for older adults.

3. Coordinate existing emergency

preparedness supports and tools

to produce a centralized hub of
emergency protocols, evidence-based
toolkits, and accessible resources

for both older adults and their
caregivers to use before and during
an emergency.

4, Collect, analyze, and translate data

on shortcomings of existing emergency
systems to identify needs and
disparities among older adults as well
as pathways for strengthening their
emergency resiliency.

5. Communicate the heightened
risks older adults face during
emergencies and ensure that this
population and their caregivers are
well informed on available resources
for maintaining health and well-
being during an emergency.

6. Complement general support

systems for older adults by
distinguishing and addressing

the additional needs of certain
groups among older adults, such

as those with Alzheimer’s disease
and related dementias, those with
impaired mobility, or those who live
in disaster-prone areas, or in homes
without air-conditioning.

TFAH < tfah.org
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SECTION 1:

Ready or Not
2024

Assessing States’ Preparedness

In the wake of numerous and diverse public health challenges—
including the COVID-19 pandemic, the overdose epidemic,
climate change-induced health crises, infectious disease
outbreaks like measles and Mpox, and the simultaneous health
threats of flu, COVID, and respiratory syncytial virus (RSV)—it is
clear that states must be equipped to handle a range of potential
crises. This necessitates an understanding of each state’s strengths,

risks, and vulnerabilities in terms of emergency preparedness.

To assist states in evaluating their
readiness and to underscore key areas

of concerns and necessary actions,

indicators are designed to encapsulate
and inform fundamental aspects of

states’ emergency preparedness.

this report presents an analysis , .
. L Each state’s performance in these
of nine critical indicators. These o ) o .
o . indicators, detailed in “Appendix B:
indicators, largely consistent from R
. L Methodology,” has been analyzed.

year to year, are informed significantly

by the National Health Security
Preparedness Index (NHSPI). The
NHSPI, historically spearheaded by
the Robert Wood Johnson Foundation,

Based on this analysis, states have
been categorized into three distinct
performance tiers: high, middle, and
low (see Table 3). This categorization

aims to provide a clear framework
has been produced under the . . .
. o . . . for states to identify areas needing
scientific and administrative direction . .
L improvement and to strategize
of the University of Kentucky and . .
. effectively for future emergencies.

the University of Colorado. These

TABLE 3: State Public Health Emergency Preparedness
State performance, by scoring tier, 2023

Performance

. Number of States
Tier

AL, AZ, CO, CT, DC, FL, GA, KS, MA, ME, MS,

LU NC, NE, NJ, OH, PA, RI, SC, TN, VA, VT, WA 21 SEIESEME D
Middle Tior Q/Ff, DE, IA, ID, IL, MD, MO, MT, NH, NM, OK, UT, 13 states
Low Tier AK, CA, HI, IN, KY, LA, MI, MN, ND, NV, NY, OR, 16 states

SD, TX, WV, WY

Note: For the criteria and scoring methodology, refer to “Appendix B: Methodology.” Data for U.S.
territories were not fully available.

Note: The significance of this evaluation transcends individual state or local entities and mandates
ongoing enhancement efforts from a variety of stakeholders. Effective progress usually necessitates
consistent involvement and collaboration among diverse policymakers and administrators. While certain
indicators fall within the direct control of state lawmakers, others demand comprehensive, multisectoral
efforts, including community participation.



INDICATOR 1: ADOPTION
OF THE NURSE LICENSURE
COMPACT (NLC)

KEY FINDING: Participation in
the NLC has expanded to 39
states, enhancing interstate

nursing workforce mobility.

Workforce shortages, vividly evidenced
during the most acute phases of the
COVID-19 pandemic, have strained
healthcare systems, at times pushing
them to and even beyond capacity.
Notably, during critical periods—
December 2020, September 2021, and
January 2022—at least 20 percent of
U.S. hospitals anticipated imminent
staff shortages.® The ability to rapidly
mobilize medical personnel across
state lines is crucial for healthcare

responsiveness during such crises.

However, newly graduated or relocating
nurses often experience a bottleneck

in the licensure process, which can
extend for months according to an NPR
analysis of 32 states’ licensing records,

particularly in larger states.*

This indicator assesses the adoption of the
NLC, established in 2000 by the National
Council of State Boards of Nursing, which
enables registered and practical nurses

to practice in any member state with a
single multistate license, eliminating

the need for emergency declarations.
This agreement streamlines cross-state
healthcare responses by reducing

administrative complexities.

Before the implementation of the

NLC, nurses were required to obtain
individual licenses for each state in
which they wished to practice, navigating
a complex web of applications, fees,
and state-specific requirements that
often included differing continuing
education standards. This arduous

and time-intensive process hindered
their employment mobility, making it
difficult for nurses to swiftly address
workforce shortages, respond to
emergencies, or explore cross-border
career opportunities. Consequently, the
restrictive licensing regime contributed

to delays in healthcare delivery,

particularly in regions lacking sufficient
medical personnel or during times of
critical need, such as natural disasters or

widespread health crises.

The introduction of the NLC has
significantly improved the mobility

of nurses, allowing them to practice
across multiple states with a single
license and thus enhancing the
flexibility of the nursing workforce.

This increased mobility has proved to

be especially valuable during public
health emergencies, enabling a swift and
effective response as nurses are promptly
deployed to areas in need without the
hindrance of obtaining individual state
licenses. Additionally, as nurses can

now provide care to patients across state
lines, the NLC has been instrumental

in the expansion of telehealth services,
which broadens access to healthcare and

makes it more efficient.

Membership in the NLC is a significant
indicator of a state’s public health
emergency preparedness for several
reasons. First, it allows for rapid
mobilization of nursing staff across state
lines during emergencies, enhancing
the state’s capacity to respond quickly
to health crises. This is particularly
crucial during unexpected surges in
healthcare demand, such as pandemics
or natural disasters. Secondly, the

NLC facilitates telehealth services,
essential for providing care in remote or
underserved areas during emergencies.
Lastly, by standardizing licensure
requirements, the NLC helps ensure a
consistent level of nursing care across
states, maintaining quality healthcare

standards even in emergency situations.

In addition to enabling nurses to provide
surge capacity across state lines, the
compact has also been pivotal to the

expansion of telehealth services, allowing
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nurses to remotely manage chronic
conditions and offer behavioral health
care to patients during natural disasters
or for patients for whom travel is difficult.
Additionally, the NLC has addressed
chronic nursing shortages by allowing for
the seamless recruitment of nurses into
areas with persistent staffing gaps, notably
improving healthcare delivery in rural

and underserved communities.

During the COVID-19 pandemic,
hospitals across the country faced
extraordinary pressure as surging
infections dramatically increased
admissions. States that were members of
the NLC had an advantage: they could
more readily bring in nurses from other
member states, avoiding harmful delays,
or send nurses to assist when other states
experienced acute shortages. Reflecting
on this, NLC Director Jim Puente said

in June 2020: “I think the COVID-19
[pandemic] is going to cause the states
that are not in the compact now to really
take a second look at it. 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 October 2023, the NLC had been
adopted by 39 states, with Rhode Island
and Washington being the latest to
join.% This marked a net increase of 13

states since 2017.

In June 2023, Rhode Island Governor
Daniel J. McKee signed the NLC into
state law.”® Rhode Island initially joined
the NLC in 2008 but opted out in 2018
before reinstating it.*” Senator Joshua
Miller, supporting the bill, highlighted
its role in addressing the state’s nursing
shortage and improving staffing in
hospitals and health facilities. “Our state
is grappling with a severe shortage of
nurses,” Miller said. “Returning to the
compact is a way we can make it easier
and more appealing for nurses to come
here for a job, making it easier for our
hospitals and health facilities to fill their
staffing needs. Rejoining the compact is

good for our public health and safety.”®®

TABLE 4: 39 States Participate in the Nurse Licensure Compact

Participants and nonparticipants, 2023

Participants Nonparticipants

Alabama Maine Pennsylvania Alaska Massachusetts
Arizona Maryland Rhode Island California Michigan
Arkansas Mississippi South Carolina Connecticut Minnesota
Colorado Missouri South Dakota District of Columbia Nevada
Delaware Montana Tennessee Hawaii New York
Florida Nebraska Texas Illinois Oregon
Georgia New Hampshire Utah

Idaho New Jersey Vermont

Indiana New Mexico Virginia

lowa North Carolina Washington

Kansas North Dakota West Virginia

Kentucky Ohio Wisconsin

Louisiana Oklahoma Wyoming

Note: As of January 2024, in Pennsylvania, nurses holding active compact licenses from other states
were permitted to practice, but resident nurses in these states were not yet able to apply for a compact
license.

Source: National Council of State Boards of Nursing®®
29 TFAH - tfah.org



INDICATORS 2 AND 3:
ACCREDITATION STATUS
OF STATE PUBLIC HEALTH
AND EMERGENCY
MANAGEMENT SYSTEMS

KEY FINDING: Most states are
accredited by the Public Health
Accreditation Board and/or
the Emergency Management
Accreditation Program, but
seven states lack accreditation

from either body.

The Public Health Accreditation Board
(PHAB) is dedicated to advancing the
quality and performance of public
health departments across the United
States. As an independent entity,
PHAB administers a national public
health accreditation program that
sets rigorous standards for public
health services and operational
efficiency. This accreditation process
involves a comprehensive evaluation
against a set of nationally recognized,
evidence-based standards designed

to improve the effectiveness of public
health departments. These standards
cover various aspects of public health
practices, including community health
assessment, policy development,
environmental health, health
education, and emergency response.
The goal of PHAB accreditation is

to ensure that participating health
departments meet a high level of
performance and provide optimal
health services to their communities.
Accreditation by PHAB signifies a
health department’s commitment

to continual quality improvement,
transparency in operations, and
accountability to the communities they
serve. It is a mark of excellence that
indicates a department’s dedication
to meeting the health needs of the
population effectively and efficiently.

PHAB accreditation includes several
standards and measures that are
relevant to assessing and improving state
public health departments’ emergency
preparedness capabilities. For example,
Standard 2.2 focuses specifically on
health departments’ roles in preparing
for and responding to various types of
public health emergencies.”” This
standard requires health departments
to have emergency operations plans,

continuity of operations plans, risk

communication plans, and processes
for coordinating response efforts with
partners. Health departments must also
conduct exercises to test emergency
plans and use after-action reports to
drive improvements. Additionally,
while focused more broadly on public
health law and regulation, Standard
6.1 includes measures related to
monitoring and enforcing orders that
could be relevant during emergency

situations.”

The standards also contain a

number of measures that, while

not emergency-specific, relate to
capabilities like surveillance, data
analysis, communication, workforce
development, and information
technology management that provide
an underlying foundation to facilitate
an effective emergency response. For
example, strong routine surveillance and
analysis capacity improves situational

awareness when threats emerge.

In all, conforming to the range of
applicable standards provides a
mechanism for health departments to
demonstrate and improve their level of
emergency preparedness and response
capability. The standards help drive health
departments to collaborate with partners,
maintain up-to-date plans, develop
supportive systems and infrastructure, and
employ continuous quality improvement
practices that enable an agile and effective
response when public health threats or

emergencies occur.

In 2022, PHAB introduced Version
2022, updating its standards to
incorporate recent public health
challenges, including the COVID-19
pandemic, racism as a public health
crisis, climate change impacts, and
effective communication strategies.

This revision underscores the need for
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health departments to be perpetually
ready for emergencies and to consider
social determinants of health and equity

in their threat mitigation strategies.”

PHAB accreditation serves as a valid and
meaningful indicator of state public
health emergency preparedness due
to its comprehensive evaluation of key
capabilities necessary for effective crisis
response. The accreditation process
requires public health departments

to meet stringent standards that
encompass essential aspects of
emergency preparedness, such as
surveillance, epidemiology, laboratory
capacity, and emergency response
planning. By adhering to these rigorous
criteria, accredited departments
demonstrate their readiness to

handle public health emergencies,
including disease outbreaks, natural
disasters, and bioterrorism events.

The process also helps ensure that
departments maintain a robust
infrastructure, trained workforce, and
effective communication strategies, all
crucial for quick and effective action
during crises. Furthermore, PHAB
accreditation emphasizes continual
quality improvement and community
engagement, which are vital for
adapting to evolving public health
challenges and maintaining trust and
collaboration with the public. Hence,
PHAB accreditation not only reflects

a department’s current preparedness
but also its commitment to evolving
and enhancing its emergency response

capabilities over time.

The Emergency Management
Accreditation Program (EMAP) is a
voluntary assessment and accreditation
process for government agencies
responsible for disaster preparedness

and emergency response functions.

Established by a consortium of key
emergency management organizations,
EMAP promotes standardization

and excellence in public emergency
programs by evaluating them against

a comprehensive set of standards and

best practices.

To become EMAP accredited, an
emergency management program must
undergo a lengthy evaluation involving
careful self-assessment across dozens of
standards, peer review by independent
practitioners, and meticulous site visits
by EMAP assessors. These standards
encompass a wide range of critical
emergency preparedness areas including
program administration, legal authorities,
fiscal management, communications
systems, training programs, operational
planning, exercise evaluation, and crisis

response procedures.

The EMAP accreditation process assists
emergency agencies in identifying
capability and procedural gaps—driving
continuous improvement and building
frameworks for robust crisis coordination

with other accredited entities.

PHAB and EMAP accreditations stand
as valid and meaningful indicators of
public health emergency preparedness
due to their comprehensive evaluation
criteria and adherence to national best
practices. PHAB accreditation, with its
focus on public health departments,
ensures that accredited entities

meet rigorous standards in key areas
such as epidemiology, emergency
response planning, and community
health assessment. This accreditation
demonstrates a health department’s
capability to effectively manage

public health emergencies, from
preparedness and response to recovery.

Similarly, EMAP accreditation evaluates



emergency management programs
across a wide range of preparedness and
response capabilities, including crisis
communication, resource management,
and operational coordination. By
meeting EMAP’s standards, agencies
validate their proficiency in handling
various emergency situations. Together,
these accreditations provide some
assurance that a state or locality not
only has robust public health systems

in place but also has the operational
capacity to respond to emergencies
effectively. The combination of PHAB
and EMAP accreditations serves as a
comprehensive benchmark, indicating
awell-rounded and tested readiness

for public health emergencies, making
them reliable indicators for evaluating

public health emergency preparedness.

As of January 2024, 29 states plus
the District of Columbia held

accreditation from both PHAB and
EMAP. Fourteen states had single-
entity accreditation. Louisiana and
Virginia were previously accredited by
both but only held PHAB accreditation
as of October 2023. (See Table 5.)

Notably, seven states—Alaska, Hawaii,
New Hampshire, South Dakota, Texas,
West Virginia, and Wyoming—have
not attained accreditation from either
PHAB or EMAP. Lack of accreditation
does not necessarily indicate denial
but may reflect a state’s barriers to
the accreditation process, such as
workforce or financial limitations,

or a state’s accreditation could be
in-process. This analysis focuses on
state-level accreditation and does not
account for local, tribal, or territorial
health departments that may hold

accreditation independently.

TABLE 5: 43 States and the District of Columbia Accredited by the PHAB and/or the EMAP

Accreditation status by state, January 2024

PHAB and EMAP PHAB ONLY EMAP ONLY No Accreditation

Alabama lllinois
Arizona Kansas
Arkansas Maryland
California Massachusetts
Colorado Mississippi
Connecticut Missouri
Delaware New Jersey
District of Columbia New York
Florida North Carolina
Georgia North Dakota
Idaho Ohio

29 states + DC

Oklahoma Indiana Michigan Alaska
Pennsylvania lowa Nevada Hawaii
Rhode Island Kentucky Tennessee New Hampshire

South Carolina Louisiana South Dakota
Utah Maine Texas
Vermont Minnesota West Virginia
Washington Montana Wyoming
Wisconsin Nebraska
New Mexico
Oregon
Virginia
11 states 3 states 7 states

Note: This table tracks state accreditations by PHAB and EMAP. States with conditional or pending accreditation statuses at the time of data collection
are listed as not accredited. Some states may comply with applicable standards without seeking formal accreditation. This analysis is limited to state-level
accreditations and excludes local or tribal health departments, which may hold their own accreditations separate from state health departments.

Sources: PHAB™ and EMAP™
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INDICATOR 4: STATE
PUBLIC HEALTH FUNDING
TRENDS

KEY FINDING: A majority of
states held their public health
funding steady or increased it
in fiscal year (FY) 2023, but
at least 11 states reduced
funding. (Data were not

available for two states.)

TFAH < tfah.org

Recent public health emergencies
have highlighted the critical need

for sufficient, flexible, and sustained
funding for public health systems. This
funding is essential for preparedness
and response capacity, including the
detection, prevention, and control of
disease outbreaks, and for mitigating
the health consequences of disasters.
An additional challenge to public
health budgets is the fact that the
infusion of funding (both federal and
state) to respond to COVID-19 was
one-time funding that has been spent,
is set to expire, or in some cases has
been rescinded by Congress, creating

budgeting cliffs in many departments.

Core public health capabilities, such as
epidemiology, environmental hazard
detection and control, infectious
disease prevention and control, and risk
communications, along with targeted
€mMergency response resources, are

vital. These competencies help officials
maintain routine functions and have
surge capacity readily available for

emergencies. A trained, ready, and

community-aware public health workforce

is essential for this surge capacity and

requires sustained, predictable funding.

The Public Health Activities and
Services Tracking project at the
University of Washington identifies
six core areas of state public health

programming and services:™

1. Communicable disease control.

Public health services related to

communicable disease epidemiology,
hepatitis, HIV /AIDS, immunization,

sexually transmitted diseases,

tuberculosis, etc.

2. Chronic disease prevention. Public

health services related to asthma,
cancer, cardiovascular disease,

diabetes, obesity, tobacco use, etc.

3. Injury prevention. Public health
services related to firearms, motor
vehicles, occupational injuries,
senior fall prevention, substance-
use 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.

5. Maternal, 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. Access to and linkage with clinical
care. Public health services related to
beneficiary eligibility determination,

provider, or facility licensing, etc.

Public health’s infrastructure enables
states to promote health equity and
build resilience in populations in
addition to carrying out emergency
response activities. However, public
health funding, often discretionary,

is prone to neglect or reduction,
especially in tight fiscal periods.
Decades of underfunding have
weakened emergency preparedness and
response capabilities. State investments
play a crucial role in health agencies’
operations: about 28 percent of state
and territorial health department
revenues’” and 21 percent of local
health department revenues come from

state sources, on average.”™

Fortunately, at least 37 states and the
District of Columbia either maintained

or increased their public health



funding in FY 2023, as indicated in
Table 6. Nonetheless, at least 11 states
reduced their funding, potentially
compromising their preparedness and
responsiveness in critical situations.
(This indicator does not assess the
adequacy of states’ public health
funding. Notably, due to inflation and
population growth, stable funding may

effectively represent a reduction.)

From FY 2019 to FY 2022, state-
supported funding for public health
services experienced significant
fluctuations due to pandemic-related
actions. In some instances, a temporary
infusion of state-supported funds was
allocated for just one year. In other
cases, state-supported funding was
temporarily cut and supplanted by
federal pandemic aid. This reliance on
federal aid highlights the need for states
to develop robust, adaptable funding
models that can effectively integrate
federal funds, ensuring a cohesive
financial strategy for long-term public

health goals.

Moreover, the distribution and
adequacy of public health funding

are pivotal for advancing health

equity. Funding disparities can lead to
inequitable access to health services,
particularly among communities that
are under resourced or marginalized. A
funding strategy that prioritizes health
equity ensures that all communities,
regardless of socioeconomic status, have
access to essential health resources.

This approach is crucial for building a

resilient, equitable, and inclusive public
health system that meets the diverse

needs of its entire population.

TFAH requests that states report only
their state-supported funding, which
forms a significant part of the public

health funding landscape.

The trend in a state’s public

health funding serves as a valid

and meaningful indicator of its
preparedness for public health
emergencies. Adequate and consistent
funding is the cornerstone of

building and maintaining a robust
public health infrastructure, which
includes developing a well-trained
workforce, advanced surveillance
systems, effective use of technology,

and robust communication channels.
These are essential for rapid and
efficient responses to health crises.
When funding is stable or increasing,

it indicates a state’s commitment to
strengthening its public health systems,
enhancing its capacity to respond to
emergencies such as disease outbreaks,
natural disasters, or bioterrorism events.
Conversely, declining or fluctuating
funding can create vulnerabilities in the
public health system, potentially leading
to gaps in emergency preparedness

and response capabilities. Therefore,
monitoring funding trends provides
critical insights into a state’s readiness
to protect its population’s health in the
face of unforeseen challenges, making
it a key metric for evaluating overall

public health emergency preparedness.

Note: Caution should be exercised when comparing across states due to variations in organizational
responsibilities, budgeting practices, and fiscal structures that can affect public health funding data. For
fiscal year 2023, Nevada and West Virginia did not submit their public health funding data to TFAH. To
understand the nuances and methodology behind the data collection, including TFAH’s specific criteria
for defining public health funding, please refer to “Appendix B: Methodology.”

Source: TFAH analysis of states’ publicly available funding data.

TABLE 6: State Public Health
Funding Held Stable or

Increased in at least 37 States

Funding by state FY 2022 to 2023

Alabama
Alaska
Arizona
Arkansas
California
Colorado
Connecticut
Delaware

District of Columbia

Florida
Georgia
Hawaii

Idaho

lllinois
Indiana

lowa

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

I T e T e T e T o SRR o R

1
Not reported
t

I e T I i i e IR S

t

Not reported
4
t
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INDICATOR 5: COMMUNITY
WATER SYSTEM SAFETY

KEY FINDING: Although most
Americans receive water from
community systems that comply
with the health-based standards
mandated by the Safe Drinking
Water Act, there is still potential

for further improvement.

TFAH < tfah.org

Access to safe water is crucial for
consumption, sanitation, hygiene,
healthcare, and the operation of

other critical infrastructure. In the
United States, the vast majority of

the population relies on public water
systems.” The U.S. Environmental
Protection Agency (EPA) establishes
legal limits on contaminants in drinking
water, including microorganisms
(bacteria and viruses), disinfectants
(e.g., chlorine) and their byproducts,
various chemicals (e.g., industrial
pollutants and lead), and radionuclides
(radioactive materials).®’ The EPA

also requires states to regularly report
on the quality of drinking water from
public water systems within their
jurisdictions.®! These water systems are
obligated to report any violations, such
as non-compliance with established
monitoring and reporting schedules,
treatment techniques, maximum
contaminant levels, and customer-

notification requirements.

The development of drinking water
safety and regulation in the United
States dates back to the late 19th and
early 20th centuries, coinciding with
rapid urbanization and industrialization
that underscored the need for improved
water-quality standards. The U.S. Public
Health Service established initial
guidelines in 1914, concentrating on
the bacteriological quality of drinking
water.® Significant progress occurred
with the Federal Water Pollution
Control Act of 1948. However, the
cornerstone was the Safe Drinking
Water Act (SDWA) of 1974, which laid
the groundwork for current water safety
and regulation.®* This act authorized
the EPA to set national health-based
standards, regulate contaminants in

public water systems, and supervise

water providers. Amendments to

the Safe Drinking Water Act in 1986
and 1996 further broadened these
regulations, including safeguards for
drinking water sources. The ongoing
battle against contaminants such as lead
and per- and polyfluoroalkyl substances
continues to influence the evolution of

water safety policies.

The United States is home to one of
the world’s safest public drinking

water supplies. However, some
communities, particularly those with

a high proportion of low-income
residents, lack consistent access to safe
water. When water safety issues arise, a
multisector emergency and long-term
public health response is necessary. The
most prominent water-contamination
crisis in recent years occurred in Flint,
Michigan, in 2014 and 2015, when

a change in the water source caused
distribution pipes to corrode, leading
to the leaching of lead and other
contaminants into the drinking water.
This incident exposed tens of thousands
of residents, including young children,

to high levels of contaminants.®

In 2019, Newark, New Jersey, residents
had to resort to bottled water due to
high lead levels in their tap water.
Subsequently, nearly all of the city’s
23,000 lead service lines were replaced
with copper pipes. In July 2021, the
state enacted laws requiring public
water systems to inventory and replace
lead service lines within 10 years.®%7
Newark made such progress that Vice
President Kamala Harris commended
it for removing thousands of lead
pipes in under three years, suggesting
it could serve as a model for other
U.S. communities.® She highlighted
this achievement as addressing not

only a public health crisis but also



correcting racial disparities. In children,
even low levels of lead exposure can
harm the nervous system and lead

to developmental delays, learning
disabilities, and issues with weight

and hearing.® These incidents have

the potential for long-term impacts

on children’s health and brain
development, as well as on the mental

health and trust of the community.

Climate change has increased the
frequency of wildfires, creating

a residual risk of toxic chemicals
contaminating community water
systems. For instance, following the
Hermits Peak and Calf Canyon fire in
northeastern New Mexico in 2022—a
result of Forest Service officials losing
control of two prescribed burns—
officials in Las Vegas, Nevada, faced
challenges in maintaining safe and
accessible drinking water. The city’s
main reservoir was overwhelmed by
ashy sludge, leading to a limit of 44
gallons per person per day (about two
showers’ worth?).”! Pollution from
major wildfires can include natural
debris, silt, asbestos, heavy metals,
radioactive isotopes, and carcinogens

from decomposing wells.”

Climate change also intensifies

major storms and flooding,” which
can damage water infrastructure,
contaminate waterways, and cause
power outages, leading to issues with
potable water access and safety. For
example, when Hurricane Ian struck
coastal Florida in September 2022, it
disrupted the water infrastructure in
Lee County, including Fort Myers, and
severed water lines.? This situation left
three of the county’s hospitals without
water, necessitating the evacuation of
some patients. In Polk County, dozens
of lift stations pumping wastewater

to treatment plants went offline, and

officials warned residents against

overwhelming the local system to the
extent that it could cause untreated
water to backflow into homes. At one
point, the Florida Department of Health
issued nearly 50 boil-water advisories.”

In Jackson, Mississippi, a heavy
downpour in August 2022
overwhelmed the city’s water system,
cutting off water access for 150,000
residents for several days. This event
followed a prolonged boil-water notice
due to flooding.” In December 2022,
subfreezing temperatures caused
further damage to the water system. As
aresult, the community faced another
boil-water order, and some residents
had no water at all.”” According to

an analysis by The Washington Post,
this crisis disproportionately affected
less affluent communities in Jackson.
Between 2017 and 2022, areas with
median household incomes under
$50,000 experienced twice as many
boil-water notices than higher income
areas.” Fortunately, federal officials
have taken significant steps to resolve
the crisis. In late 2022, a third-party
administrator was brought in to lead

repair efforts,” and Congress allocated

$600 million to fund the work, with at

least $115 million already invested.'®

In 2023, communities along the
Mississippi River, particularly in

New Orleans and surrounding areas
in Louisiana, faced a crisis due to
saltwater intrusion from the Gulf of
Mexico.'" Exacerbated by drought
conditions, this environmental
challenge threatened the region’s
drinking water supply. Salty water poses
health risks, especially for pregnant
people, and can corrode old pipes,
potentially releasing harmful materials.
The situation led to emergency actions
from local and state authorities,
including New Orleans Mayor LaToya
Cantrell and then-Louisiana Governor
John Bel Edwards, as well as a federal
emergency declaration approved by
President Biden. Efforts to address

the issue included constructing an
underwater sill in the Mississippi

River!'?

—though this is a temporary
solution. This crisis underscores

the growing challenges posed by
climate change and environmental
degradation, emphasizing the need for
long-term strategies to protect essential

water resources.
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The United States also faces challenges
from harmful algal blooms, which are
exacerbated by climate change, and
produce algal toxins, and the increasing
presence of per- and polyfluoroalkyl
substances (PFAS) from industrial
chemicals.!”® In March 2023, the

EPA initiated a significant regulatory
step concerning PFAS, a group of
chemicals known for their durability

and resistance to heat, water, and oil.'%*
These chemicals, found in various
consumer and industrial products, have
raised significant health concerns due

to their persistence in the environment
and potential links to a range of

adverse health outcomes, including
cancer, liver damage, and immune
system disruption. The EPA proposed
enforceable maximum contaminant
levels for six specific PFAS compounds in
drinking water, representing the highest
allowable levels of these contaminants

in public water systems. The proposal
also introduced a novel approach to
regulating some types of PFAS, using

a Hazard Index method to assess the
collective risk of these substances when
present together in water. This action

is part of the EPA’s broader PFAS
Strategic Roadmap, which outlines

its commitment to comprehensively
addressing PFAS pollution. The proposal
requires public water systems to monitor
these PFAS, inform the public if levels
exceed the set standards, and implement
measures to reduce PFAS concentrations.
This initiative by the EPA marks a crucial
step toward nationally standardized
regulation of PFAS in drinking water,
aiming to mitigate their long-term health
impacts and ensure safer water quality

across the United States.

CDC data indicate that waterborne
pathogens—just one type of

contamination—cause approximately

7,000 deaths, 7 million illnesses, and
more than $3 billion in healthcare costs
annually.'® The risks from contaminated
drinking water disproportionately affect
communities of color, highlighting the
impact of structural racism on a critical
resource that most Americans consider a

basic service.

The federal Infrastructure Investment
and Jobs Act, enacted in November
2021, took several significant steps to
expand access to safe drinking water.

Its provisions included $24 billion in
grants to states under the Clean Water
Act (focused on regulating pollution and
protecting surface-water quality'”®) and
the Safe Drinking Water Act (focused on
protecting waters actually or potentially
designated for drinking'’”). The Act
allocated $15 billion to replace lead
pipes and service lines, $9 billion to
address emerging PFAS, and several
initiatives to provide dedicated assistance
to small, disadvantaged, low-income,

rural, and /or tribal communities.'*'%

In the first two years of the law’s
implementation, the EPA made
significant strides in enhancing drinking
water safety.'"” The agency received over
$11 billion to support a wide array of
water infrastructure projects nationwide.
A substantial portion of this, amounting
to $7.7 billion, has been specifically
allocated to fund 350 drinking water
projects, highlighting a strong emphasis
on improving water infrastructure and
safety. Additionally, a major initiative has
been the removal and replacement of
lead service lines, with the administration
committing more than $6.5 billion to this
cause. This effort aims to replace all lead
service lines across the country, a critical
step in ensuring safer drinking water,
especially in communities with older,

potentially hazardous infrastructure.



According to the EPA, in 2022, an average of 5 percent

of residents in each state used a community water system
that did not meet all applicable health-based standards,

a decrease from 7 percent in 2018.""! In several states—
Connecticut, Delaware, Hawaii, Nevada, North Dakota,
Vermont, and Washington—this proportion was effectively
0 percent. (See Table 7.) However, in five states, namely
Louisiana, Maryland, New York, Oklahoma, and Oregon,
at least 15 percent of residents relied on community water

systems with health-based violations.

It is important to note that approximately 23 million U.S.
households obtain their drinking water from private wells.'2
The data presented by this indicator do not account for the

water quality in these households.

This indicator draws from the EPA’s Safe Drinking Water
Information System (SDWIS), established by the Safe
Drinking Water Act of 1974 and its amendments. SDWIS
tracks public water systems’ adherence to maximum
contaminant levels, treatment techniques, and reporting
requirements. States, acting as primary enforcement
authorities under the Safe Drinking Water Act, ensure
these systems meet both EPA and state standards and
report compliance, violations, and enforcement actions to
the SDWIS Fed Data Warehouse, a comprehensive federal
repository. Key health-based standards in SDWIS include

limits for various chemicals, microbial contaminants,

radionuclides, and disinfectants, along with their byproducts.

This metric directly reflects a state’s capability to provide one
of the most fundamental necessities—safe drinking water—
which is a cornerstone of public health. Effective management
and regulation of water quality are vital for preventing
waterborne diseases and safeguarding against health crises.
High compliance rates indicate robust water and public health

infrastructure and effective oversight, essential for responding

to emergencies and protecting public health. Conversely, higher

percentages of noncompliance reveal potential vulnerabilities
in a state’s public health system, signaling a need for enhanced
focus on infrastructure, regulation, and crisis preparedness.
Therefore, monitoring this percentage offers critical insights
into the overall readiness of a state to handle public health

emergencies related to water safety and quality.

TABLE 7: Few Americans Used Contaminated

Community Water Systems
Percent of state populations who used a community water
system in violation of health-based standards, 2022

States Percent of Population

CT, DE, HI, ND, NV, VT, WA 0%
CA, IA, IL, ME, MI, MN, MO, NE, VA 1%
AR, FL, KY, NC, OH, RI, SC, UT, WI 2%
Az, DC, ID, NH 3%
AL, CO, GA, KS, TN 4%
AK, IN, PA, SD, WY 5%
MT, NM, TX 6%
NJ 10%
MS 11%
MA, WV 14%
OR 15%
OK 18%
LA 22%
MD, NJ 26%
LA, NY 45%

Source: NHSPI analysis of data from the EPA%3

Note: The EPA estimates that over 23 million U.S. households obtain their
drinking water from private wells.*** While these households are accounted
for in the population percentage calculations, this indicator’s data do not
represent their water quality. The data reported here only include regulated
contaminants and exclude water safety on Indian reservations. Additionally,
state percentages may be influenced predominantly by violations in larger
towns and cities (e.g., Shreveport, Louisiana; Baltimore, Maryland; New York
City; Moore, Oklahoma; and Portland, Oregon).
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INDICATOR 6: USE OF PAID
TIME OFF

KEY FINDING: Slightly over half
of the workers in states, on
average, utilized some form of
paid time off—encompassing
sick leave, vacation, and
holidays. Most states displayed
percentages close to this
average, with a few notable

exceptions.

TFAH < tfah.org

Note: The specification of this indicator

has been refined in recent years, shifting
from a measure of those who recetved paid
time off to a measure of actual usage. These
figures represent a one-month snapshot and
are meant to illustrate relative usage across
states, not the total percentage of workers who

used paid time off throughout the year.

The history of paid time off (PTO)

and paid leave in the United

States is defined by the absence of
comprehensive federal mandates,
relying instead on employer policies.
According to the Center for Law and
Social Policy, 34 million workers—22
percent of the civilian labor force—lack

115 In

even a single day of paid sick leave.
contrast to many high-income nations,
there is no federal legislation in the
United States mandating paid vacation
or sick days. The first significant
legislation in this area was the Family
and Medical Leave Act of 1993, which
provides eligible employees with up to
12 weeks of unpaid, job-protected leave
for certain family and medical reasons,
but it does not require this leave to be
compensated. Throughout the 20th and
into the 21st century, policies around
PTO and paid leave have largely been
determined by individual employers,
leading to significant variability across
different workplaces and industries.
Some states and cities have enacted
their own laws mandating paid leave,
but there remains no nationwide
standard for PTO or paid leave in

the United States, making the U.S.

approach unique among peer nations.

Paid time off is vital for public health as
it plays a critical role in preventing the

spread of illnesses and promoting overall

well-being. Employees with access to paid
time off are more inclined to stay home
when ill, thus reducing the transmission
of contagious diseases to coworkers

and the public. PTO also helps enable
proactive health management, including
regular medical check-ups and chronic
disease management, leading to
improved long-term health. Additionally,
PTO aids mental health by offering
necessary breaks from work, which

help prevent burnout and stress-related
conditions. In a broader context, the
availability of PTO can lead to a healthier
workforce, lower healthcare costs, and
increased productivity, underlining its

significance in promoting public health.

The need for paid time off became
especially apparent during the COVID-
19 pandemic. Frontline and essential
workers, often unable to work remotely,
faced the dilemma of working while
sick or caring for ill family members.
Low-wage workers!!*!'7 and Black

and Hispanic workers generally have
less access to paid sick leave and

are disproportionately represented
among frontline workers.""® The lack

of paid leave forces workers into tough
decisions between earning their wages,
meeting family obligations, and paying
bills, and /or risking public health.
Consequently, access to and the ability
to utilize job-protected PTO, particularly
dedicated paid sick leave, are critical for
enhancing infection control'**'#* and
financial security, especially in public-

facing industries and occupations.

The public health benefits are
evident: there are lower flu rates in
cities and states with mandated paid
sick leave.'?122 A June 2023 CDC



study highlighted that 40 percent of
foodborne illness outbreaks were linked
to contamination by ill or infectious
food workers, underscoring the public
health implications of PTO.'* Access

to PTO also promotes preventive
healthcare uptake; workers without
paid sick days are less likely to engage
in routine health maintenance for

themselves and their children.'**

During the COVID-19 pandemic,

the availability of paid sick leave

was instrumental in slowing the

virus’s spread.'® The Families First
Coronavirus Response Act of March
2020 provided temporary relief,
mandating paid sick leave for employees
under certain conditions, which
contributed to reducing transmission.
A 2020 study indicated that states with
access to emergency paid sick leave
under the law experienced significantly
fewer confirmed cases of the virus,!?
underscoring the ongoing need for
paid leave to manage public health
crises.'?”! However, these protections
were not extended beyond the end

of 2020. Employer tax credits were
available from January 1, 2021, to
September 30, 2021, for those who

voluntarily complied.'®

State and local paid leave laws have
partially addressed the gap left by federal
legislation.”® As reported by Paycor, a
human resources and payroll software
firm, several states and municipalities
require employers to offer paid sick leave,
with provisions also covering “safe time”
for those affected by domestic violence,
sexual assault, or stalking.'™ As of January
2023, states with mandatory paid sick

leave laws included Arizona, California,

Colorado, Connecticut, Maryland,
Massachusetts, Michigan, New Jersey,
New Mexico, New York, Oregon, Rhode
Island, Vermont, Washington, and the
District of Columbia. Maine and Nevada
require accrued paid time off that is not

exclusively for sick leave.

From March 2018 to 2023, the Current
Population Survey reported that 55
percent of workers, on average, took
some form of PTO, consistent with
previous years.'*? Mississippi (65
percent), Texas (63 percent), the
District of Columbia (63 percent), New
York (61 percent), Massachusetts (61
percent), Maine (61 percent), Kansas
(60 percent), and Connecticut (60
percent) stood out as states with high

usage rates, whereas Michigan (50

percent), Utah (50 percent), Kentucky
(50 percent), Minnesota (50 percent),
Illinois (49 percent), South Carolina (48
percent), and Rhode Island (48 percent)

saw lower usage.'®® (See Table 8.)

The percentage of workers who utilize
PTO is a meaningful gauge of public
health emergency preparedness. In
situations like pandemics, the ability for
workers to stay home without financial
loss is key to curbing disease spread.
States with higher PTO usage likely
possess more robust workforce policies,
allowing employees to take necessary
leave for health reasons, thereby
reducing healthcare system burdens and
fostering a healthier workforce. This
metric is indicative of a state’s public

health resilience and preparedness.

TABLE 8: 55 Percent of Workers, On Average,
Used Paid Time Off

Percent of employed population that took PTO during March, 2018 to 2023

States Percent of Workers

MS

DC, TX

MA, ME, NY

CT, KS

AK, OK, VA

NM, WA

AL, CO, HI

AZ, NC, NJ, OH, OR

CA, DE, FL, MD, NH
GA, IA, IN, LA, MO, MT, VT, WI
AR, ID, NE, SD, WV, WY

ND, NV, PA, TN
KY, MI, MN, UT
IL

RI, SC

65%
63%
61%
60%
59%
58%
57%
56%
55%
54%
53%
52%
50%
49%
48%

Source: NHSPI analysis of data from the Annual Social and Economic Supplement of the Current

Population Survey.*3*

Note: “Paid time off” encompasses sick leave, vacations, and holidays. These data are derived from a
survey sampling the general population. The definition of this indicator has been refined from tracking
the receipt of PTO to tracking its actual usage. The figures represent a one-month snapshot to illustrate
comparative usage across states and do not reflect the total percentage of workers who used PTO over

the entire year.
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INDICATOR 7: FLU
VACCINATION RATE

KEY FINDING: During the 2022-
2023 season, flu vaccination
coverage in the United States
dipped slightly. Only 49 percent
of residents ages 6 months and
older were vaccinated, falling
short of the 70 percent target for

annual population vaccination.
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Editor’s note: Adding to concern about low

vaccination rates was CDC data showing
that, from late October 2023 to late January
2024, only about 47 percent of U.S. adults

had been vaccinated against the flu.”

Each year, seasonal flu affects millions
of people in the United States,
leading to a substantial number of
medical visits, hospitalizations, and
deaths. The severity of a flu season
can vary, influenced by factors such

as the specific strains circulating, the
effectiveness of the annual vaccine,
and the population’s immunity
levels. Vulnerable groups, including
older people, young children, and
those with certain chronic health
conditions, are at higher risk for
serious complications. Beyond health,
the flu has a considerable economic
impact, including healthcare costs
and lost productivity due to illness
and caregiving. This burden can
strain healthcare resources, especially
during severe flu seasons. Moreover,
the flu often coexists with other health
challenges, such as COVID-19 or
respiratory syncytial virus (RSV).

Central to combating the flu is the annual

vaccination campaign, the primary

defense against the virus, especially

for individuals at high risk of serious
flu-related complications. Establishing

a culture of vaccination, robust
infrastructure, and supportive policies
not only protects against the flu but also
aids in averting other vaccine-preventable
diseases. Vaccine development and
distribution necessitate collaboration
across government, healthcare providers,

and the public.

In the 2022-2023 flu season, CDC
reported a vaccination rate of 49
percent among U.S. residents ages 6
months and older, marking the lowest
uptake since the 2018-2019 season.'**
Following a modest increase from 2010-
11 to 2018-19, rates slightly peaked

in 2020-21—likely due to increased
awareness of respiratory infections

amid the COVID-19 pandemic—and
subsequently stabilized, albeit with a
minor decrease in the latest season.
Notably, a higher percentage of
children, 57 percent of those ages 6
months to 17 years, were vaccinated
compared with 47 percent of adults.
Older adults ages 65 and over had the
highest vaccination rate at 70 percent.
Adults ages 50-64 had moderately lower



rate (50 percent) and the 18-49 age
group had the lowest overall vaccination
rate (35 percent).'¥ Flu vaccination
rates are also typically lower among
Black and Hispanic populations as

compared to whites.'*

Massachusetts (65 percent), Rhode
Island (64 percent), the District of
Columbia (63 percent), Connecticut (62
percent), and Vermont (61 percent) had
the highest coverage, while vaccination
rates were lowest in Idaho (37 percent),
Mississippi (40 percent), Nevada (40
percent), Kentucky (40 percent), and
Wyoming (40 percent). (See Table 9.)

Seasonal flu vaccination rates serve as

a critical indicator of a state’s public
health emergency preparedness,
reflecting the effectiveness of healthcare
infrastructure and the ability to carry
out large-scale vaccine distribution
efforts. High vaccination coverage

is indicative of robust public health
surveillance, effective communication,
and the ability to mobilize community
trust in adhering to health measures
during emergencies. The operational
logistics involved in flu vaccination
campaigns, including supply
management and distribution, mirror
the logistics required for responding to
public health emergencies, showcasing
a state’s logistical capability and

readiness to handle medical surges.

Moreover, high vaccination rates
enhance herd immunity, which is
essential in reducing the spread of
diseases and the strain on healthcare
resources, particularly during
outbreaks. This results in a lighter
burden on the healthcare delivery
system, allowing for the reallocation
of critical resources and ensuring
the system is not overburdened by

concurrent health issues. It also

provides vital protection to populations
at increased risk of severe outcomes

from infectious diseases.

Additionally, the ongoing administration
of vaccines contributes to public

health systems that are well-practiced

in orchestrating mass vaccination

drives, a key component of emergency
preparedness. Overall, high levels

of vaccination-induced immunity
underscore a state’s capability to function
efficiently in the face of preventable
diseases and to bolster community
resilience against outbreaks, further
solidifying the state’s comprehensive

emergency preparedness.

Despite the availability of vaccines,
vaccination rates can vary, influenced by
public perception, access to healthcare,
and educational efforts. CDC advises
annual flu shots for everyone over 6
months, with rare exceptions. Despite

a gradual increase in adult vaccination

139

rates over the past 30 years,"™ only about

half of the population adheres to this

recommendation. 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.'*

Although flu vaccination rates have
increased in recent years, there is
troubling evidence that polarization
around the COVID-19 vaccine is already
having spillover effects to flu and other
vaccines. One analysis found that
during the 2021-2022 season, adult flu

vaccination decreased within states in the

bottom half of COVID-19 vaccine uptake

and increased in states in the top half.'"!

Fortunately, scientists have made
encouraging strides recently in

developing better tools for preventing

serious cases of flu or RSV. In the case of

The operational logistics involved
in flu vaccination campaigns,
including supply management
and distribution, mirror the
logistics required for responding
to public health emergencies,
showcasing a state’s logistical
capability and readiness to

handle medical surges.
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flu, the effectiveness of annual vaccines
has historically varied significantly.
This variability is attributed to the flu
virus’s constant mutation, making

it challenging for vaccine makers to
predict and target the dominant strain
each season. To address this, there have
been recent efforts to develop a more
effective, universal vaccine. Multiple
vaccine candidates are in various phases
of clinical trials. Some scientists have
shifted their focus from a “universal

flu vaccine” to what they term a “super
seasonal vaccine,” which would be an
improvement over current seasonal
vaccines. The goal is to create a vaccine
that is at least 75 percent effective for at

least one season, preferably longer.'*

With respect to RSV, recent developments
in vaccines and immunizations reflect
significant progress in combating a virus
that is a leading cause of hospitalization
among infants and older adults in the
United States. In 2023, the U.S. Food and
Drug Administration (FDA) approved
two vaccines for adults over 60, Pfizer’s
Abrysvo and GSK’s Arexvy. For infants,
FDA approved a monoclonal antibody
therapy, nirsevimab, developed by
AstraZeneca. This therapy provides
temporary immunity by infusing
prefabricated antibodies, essential for
babies with still-developing immune
systems. Additionally, FDA approved
giving the Pfizer vaccine to pregnant
people to pass antibodies to their
babies.** CDC recommends all infants
under 8 months at the start of RSV season
receive nirsevimab. Older infants with

increased risk factors are also eligible.'*!

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 in-

network providers, except in states

that have not expanded their Medicaid
programs in accordance with the law.
Some barriers to flu vaccination may
include a belief that the vaccine does
not work well, misconceptions about
the safety of the vaccine, or, a belief
that the flu does not present serious

risks.!*®

The reality is flu vaccines
prevent millions of illnesses and health
visits each year and tens of thousands of
hospitalizations, including significantly
reducing the risk of intensive care and

death, and have proved to be safe.!46:147

There are a number of policy options
available to states and localities seeking
to increase flu and other vaccination
rates. States can implement policies

to expand vaccine availability in a
variety of settings, such as pharmacies,
schools, workplaces, and community
centers. This approach can help reach
a broader segment of the population,
including those who may not regularly
visit a healthcare provider. Additionally,
states can reduce financial barriers by
ensuring that flu vaccines are covered
under Medicaid and by providing

free or low-cost vaccines to uninsured
or underinsured individuals. Other
strategies include providing in-

home vaccinations, locating vaccine
clinics near public transportation or
providing credits for transportation
services. Engaging in public awareness
campaigns to educate people about the
importance and safety of flu vaccines

is another effective strategy. States can
also collaborate with local healthcare
providers and community organizations
to organize vaccination drives and
outreach programs, particularly tailored
to groups at higher risk such as older
residents, people in long-term care
facilities, children, and those with
chronic health conditions. Broader

policies like paid sick leave may also



facilitate vaccinations by removing barriers for workers. A multi-
pronged strategy, starting with investment in immunization
information systems, and across state and local governments has

the greatest chance of improving vaccination rates.

One strategy for states to improve vaccine accessibility is to
broaden the pool of qualified healthcare providers authorized
to administer vaccines. Evidence suggests that pharmacists,
for instance, are instrumental in widening vaccine access

and managing the spread of epidemics.'*® Additionally, by
restricting nonmedical exemptions for school-required
vaccinations, including flu and other diseases, states can

enhance vaccination rates and curb outbreak occurrences.'*

In recent years, states have taken innovative steps to improve
flu vaccination rates.'™ California, for example, has authorized
dentists and podiatrists to independently prescribe and
administer influenza vaccines to people ages 3 years and

older. In Connecticut, any licensed pharmacist can administer
FDA-approved vaccines listed on CDC’s Adult Immunization
Schedule to adults and, with parental consent, to individuals
between 12 and 17 years for influenza vaccines. Delaware
allows pharmacists to administer a wide range of vaccines,

including influenza.

Georgia has lowered the age to 50 years for hospitals to

offer inpatients influenza vaccinations prior to discharge.
Illinois has mandated that hospitals adopt an influenza
immunization policy targeting patients ages 50 or older and
has also authorized podiatrics to provide certain vaccinations,
including influenza, to adult patients. Maryland has
extended the authority of paramedics to administer influenza
immunizations. New Hampshire has empowered pharmacists,
pharmacy interns, and licensed advanced pharmacy
technicians to administer various vaccines, including

influenza, to adults.

New Jersey has established requirements for optometrists to
administer immunizations against influenza, and Oregon has
authorized pharmacists to administer the influenza vaccine

to certain individuals. Virginia, in its efforts to expand access
to influenza vaccines, has allowed pharmacists to initiate
treatment with, dispense, or administer controlled substances
or devices for the treatment of influenza virus infection

to adults or those otherwise authorized to consent. These
legislative measures represent a concerted effort by states to
enhance flu vaccination coverage through expanded access

and diversified healthcare provider involvement.

TABLE 9: Just Under Half of U.S. Residents

Received a Seasonal Flu Vaccination
States’ seasonal flu vaccination rates for people ages 6
months and older, 2022-2023

Vaccination Rate,
Ages 6 Months or Older

Massachusetts 64.9
Rhode Island 63.6
District of Columbia 62.9
Connecticut 61.9
Vermont 61.1
Maryland 59.8
Maine 56.9
Pennsylvania 56.8
New Hampshire 54.7
Virginia 54.6
Washington 54.4
New Jersey 54

Wisconsin 53.9
Colorado 53.6
New York 52.6
Delaware 52

Minnesota 51.8
California 51.7
Hawaii 51.4
Nebraska 51.1
lowa 50.9
North Carolina 50.8
South Dakota 50.7
Illinois 50.5
Ohio 50.3
Oregon 49.8
New Mexico 48.6
Michigan 48

Kansas 47.6
Missouri 47.1
Utah 45.9
Indiana 45.6
Arkansas 45.5
Arizona 45

West Virginia 44.8
South Carolina 44.6
Tennessee 44

Georgia 43.9
Alabama 43.4
Texas 43.4
Florida 429
Alaska 42.8
Louisiana 42.7
Oklahoma 41.6
Montana 41.3
North Dakota 41.3
Wyoming 40.3
Kentucky 40.1
Nevada 39.9
Mississippi 39.7
Idaho 36.9

Source: Centers for Disease Control and Prevention.%*

Note: Data are calculated from a survey sample, with a corresponding
sampling error.
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INDICATOR 8: PATIENT
SAFETY IN HOSPITALS

KEY FINDING: On average, 25
percent of hospitals received

an “A” grade in the fall 2023
hospital safety assessment
administered by the Leapfrog
Group, a nonprofit advocate for
safety, quality, and transparency

in hospitals.
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The history of hospital patient safety in
the United States has evolved significantly,
influenced by key developments

and milestones. The 20th century
witnessed technological advances and
the introduction of antibiotics, which
improved care but also introduced new
risks. The rise of medical malpractice
litigation in the late 20th century
highlighted the frequency of medical
errors. This culminated in the 1999 To
Erris Human report, a critical turning
point that spurred a national focus on
patient safety, leading to systematic
safety protocols and the integration

of technology like electronic health
records.'” The COVID-19 pandemic
further underscored the importance
of patient safety, emphasizing infection
control and healthcare system resilience.
This journey reflects a continuous
progression toward safer, higher quality

patient care in U.S. hospitals.

Still, approximately 200,000 people die
each year from hospital errors, injuries,
accidents, and infections, collectively
making such incidents one of the leading
causes of death in the United States.'**!%*
Keeping hospital patients safe from
preventable harm is an important element
of preparedness; hospitals excelling in
safety are less likely to cause or contribute
to a public health emergency and are
better positioned to handle emergencies

that test routine quality standards.

During the COVID-19 pandemic,
hospitals were among the numerous
settings ripe for viral transmission,
threatening the safety of patients,

staff, and visitors. The pandemic also
prevented some people in need of
urgent or emergency care from visiting
the emergency department, likely

contributing to overall excess mortality.'

Measures such as universal masking,
availability and proper use of personal
protective equipment (PPE), adequate
ventilation, limiting the sharing of
patient rooms, and universal hand
hygiene proved critical in preventing
outbreaks in hospitals. However, hospital
crowding during regional waves of
infection has been shown to contribute
to adverse outcomes, including increased
medical errors, reduced quality of care,
treatment delays, medication errors,
longer patient stays, poorer outcomes,

and increased mortality.'"

The Leapfrog Group, founded in 2000
by large employers and healthcare
purchasers, is a nonprofit organization
dedicated to improving healthcare quality
and patient safety in the United States. It
is known for its Leapfrog Hospital Safety
Grade and annual hospital survey, which
promote transparency and help people
make informed healthcare decisions.
The Hospital Safety Grade assesses nearly
3,000 general acute-care hospitals across
the United States twice annually, using
up to 22 national patient safety measures
sourced from the Centers for Medicare &
Medicaid Services, the Leapfrog Hospital
Survey, and other supplemental data
sources.'”” The Safety Grade produces

a single letter grade representing a
hospital’s overall performance in keeping
patients safe from preventable harm and

medical errors.

The safety measures used in the Safety
Grade are divided into two main
domains: Process/Structural Measures
and Outcome Measures, each
accounting for 50 percent of the Safety
Grade. Measures such as computerized
physician order entry and various
infection-control metrics are crucial for

public health emergency preparedness.



Computerized physician order entry is

vital for reducing medication errors,
especially in high-pressure emergency
situations, by ensuring accurate and
timely medication administration.
Infection-control measures—including
rates of MRSA (Methicillin-resistant
Staphylococcus aureus); C. diff
(Clostridioides difficile); bloodstream,
urinary tract, and surgical site
infections; and sepsis post-surgery—are
pivotal for gauging a hospital’s ability
to prevent and control infections.
These aspects are particularly critical
during infectious disease outbreaks,
as they reflect a hospital’s capacity to
manage and contain the spread of
infections effectively. Together, these
measures provide a comprehensive
view of a hospital’s readiness to handle
public health emergencies, focusing
on key areas of patient safety and

operational efficiency.

The Leapfrog Hospital Safety Grade

is a meaningful measure of a state’s
public health emergency preparedness,
underscored by its focus on patient
safety, which is fundamental in
managing health crises. The
comprehensive evaluation of key safety
measures, such as infection control
and medication safety, highlights the
importance of maintaining high safety
standards, especially in emergency
scenarios where the risk of errors

and infections can be heightened.
This standardized, evidence-based
assessment ensures a consistent and
objective understanding of a hospital’s
ability to respond to emergencies, with
patient safety at its core. Moreover,

the capability for benchmarking and
tracking improvements over time
helps states to effectively monitor and
enhance their readiness for public

health emergencies.
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Leapfrog weights each measure within the Hospital Safety
Grade by determining four criteria: impact, evidence,
opportunity, and the number of component measures.
Leapfrog assigns a standard weight to each measure,

indicating its relative importance within the Safety Grade.

To make data from different performance scales comparable,
Leapfrog employs a standardization method. This method
shows whether a hospital’s score on a specific measure is better,
worse, or the same as the average score across all hospitals.

In calculating a hospital’s overall safety score, each measure’s
standardized score is multiplied by its assigned importance
weight. The total of these weighted scores for all measures
gives the hospital’s combined score for process and structural
aspects. This approach ensures a uniform and evidence-based
evaluation of hospital safety performance, allowing for fair and

consistent comparisons across different hospitals.

In the Leapfrog Group’s fall 2023 assessment, 25 percent

of general acute-care hospitals across the United States, on
average, met the requirements for an “A” grade—a slight
decrease from fall 2022, when the share was 26 percent.
However, results varied widely from state to state, with no
hospitals in the District of Columbia, North Dakota, Vermont,
Delaware, and Wyoming receiving the top score, compared
with a majority of hospitals in Utah (52 percent) and Virginia
(51 percent). (See Table 10.)
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TABLE 10: Hospital Patient Safety Scores Vary
Significantly by State

State percentage of hospitals with “A” grade, fall 2023

State________________| __Percentof Hospitals

Utah 52%
Virginia 51%
North Carolina 48%
Pennsylvania 44%
South Carolina 43%
Connecticut 43%
Montana 40%
Tennessee 39%
Florida 38%
Texas 38%
Kansas 38%
Colorado 37%
New Jersey 36%
Louisiana 36%
Maine 35%
Massachusetts 33%
Rhode Island 33%
Maryland 32%
New Hampshire 31%
California 31%
Georgia 30%
Nebraska 30%
Michigan 29%
Idaho 29%
Washington 28%
Hawaii 25%
Ohio 25%
Illinois 25%
Indiana 24%
Oregon 24%
Missouri 21%
Minnesota 21%
Arizona 20%
Arkansas 20%
Mississippi 20%
Oklahoma 20%
Kentucky 20%
Alaska 17%
Nevada 17%
New Mexico 15%
Alabama 12%
New York 11%
Wisconsin 10%
South Dakota 10%
lowa 9%
West Virginia 5%
Delaware 0%
District of Columbia 0%
North Dakota 0%
Vermont 0%
Wyoming 0%

Note: This measure applies exclusively to general acute-care hospitals.
Source: The Leapfrog Group.*%®



INDICATOR 9: STATE
PUBLIC HEALTH
LABORATORY SURGE
CAPACITY

KEY FINDING: In 2023, all
states except four, as well

as the District of Columbia,
reported having a written plan
for a six-to-eight-week surge in
laboratory-testing capacity to
respond to an outbreak or other

public health event.

State public health laboratories play

a critical and evolving role in public
health, dating back to the late 19th
and early 20th centuries. Initially
focusing on controlling communicable
diseases like tuberculosis, diphtheria,
and typhoid fever, these laboratories
have since expanded their roles to
include activities such as environmental
health testing, emergency response,
bioterrorism preparedness, and the
surveillance and control of chronic

diseases and conditions.

These laboratories are essential

in detecting and responding to

health threats. They provide vital
services, including disease testing

and identification, quality assurance
of food and water supplies, and
research that advances public health
initiatives. Working closely with federal
agencies like CDC, state public health
laboratories are key in implementing
national health programs at the state
level. They also play a pivotal role in
training and educating laboratory
professionals and developing new
testing methods and technologies to
address emerging health threats. Their
ability to quickly adapt and respond was
particularly highlighted during public
health emergencies, such as the HIN1
influenza pandemic and the COVID-19
outbreak, demonstrating their critical

role in safeguarding public health.

During the COVID-19 pandemic,

state public health laboratories were
instrumental in managing the crisis.

As the backbone of the Laboratory
Response Network (LRN) in every state
and U.S. territory, these labs led early
testing and diagnosis efforts, playing

a key role in the initial detection

and confirmation of cases.'™ They
were central in conducting genomic

sequencing for surveillance, which

aided in tracking the virus’s spread
and evolution, including by identifying
various strains and variants. Their

role in data collection, analysis, and
dissemination efforts played a crucial
role in shaping public health policies

and decisions.

When disaster or disease outbreaks
occur, public health laboratories

must be capable of surging to meet
increased demand, akin to 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.”'® Surging capacity
may require staff reassignment or
movement, extra shifts, and hiring.
Laboratories also need to plan for
infrastructure factors like adequate
biological safety cabinets, chemical
fume hoods, sufficient supplies,

and appropriate space for intake,
processing, and storage of samples;
versatility and capacity of analytical
equipment and instruments; availability
of PPE; and power supply.'™

Public health laboratories develop
detailed plans for such events,
designed to rapidly scale up capacity
and capabilities. Effective surge plans
detail how laboratory services can be
efficiently expanded and adapted to
various public health threats. These
plans consider adequate facilities,
state-of-the-art equipment, reliable
supply chains, a well-trained staff ready
for deployment or reallocation, well-
defined operational guidelines for

various scenarios, collaboration with

TFAH < tfah.org 41



42

TFAH < tfah.org

other laboratories, healthcare facilities,
and government agencies, as well as
clear communication channels within
the laboratory network and with public
health authorities and the public.
Regular testing and updating of these
plans, based on new technologies,
emerging threats, and lessons learned
from past incidents, ensure their

continual relevance and effectiveness.

Going forward, challenges to the
effectiveness of public health laboratory
preparedness include funding gaps

for infrastructure and modernization;
alack of standardized platforms for
electronic data exchange; limited ability
to detect radiological, nuclear, and
chemical threats; and perhaps most

significantly, workforce shortages.'®

Scott Becker, CEO of the Association of
Public Health Laboratories, highlights
the U.S. response to Mpox as an example
of both the diagnostic contributions of
public health labs and the need to better
support them.'®* In May 2022, when the
first U.S. case of Mpox was detected,
public health labs were quickly able

to provide testing. However, the assays
provided years earlier were not designed
for use on efficient automated machines
that facilitate large-scale testing; they
required highly trained staff and elevated
biosafety practices in laboratory spaces.
Becker emphasizes the need for federal
funding to update existing tests used by
public health labs to modern standards,
allowing them to adapt quickly, to test
large numbers of specimens, and to

detect new pathogens.

In 2023, California, Missouri, Utah,
and Virginia were the only jurisdictions
that reported to the Association of
Public Health Laboratories that they
did not have a written plan for a six- to

eight-week surge in testing capacity (See

Table 11). Amidst a reorganization at
the California Department of Public
Health, the newly formed Center

for Laboratory Sciences had not yet
completed a written surge capacity
plan, with previous versions residing
in now-consolidated centers. Missouri
and Virginia both had operational
surge plans, though Missouri’s written
documentation and Virginia’s formal
written plan were still pending. Utah
was actively updating its Continuity of
Operations Plan to encapsulate their
surge testing capacity plan, which
remained under development. Each
state acknowledged the importance
of such preparedness plans and was

working towards finalizing them.

The existence of a written public
health laboratory surge plan is a
crucial indicator of a state’s emergency
preparedness. It signifies readiness

for a rapid and effective response,
highlighting the state’s capacity to
quickly scale up laboratory operations
in crisis situations. The plan reflects
comprehensive planning that extends
beyond laboratory capacity, including
staff training, supply-chain robustness,
and interagency coordination. Its
adaptability to various threats, such as
infectious diseases and bioterrorism,
underscores the state’s preparedness
for a wide range of emergencies. The
plan’s emphasis on collaboration

and coordination with other entities,
continual updating based on emerging
threats and technologies, and

resource allocation toward emergency
preparedness contribute to a robust
public health response system. The
presence of such a plan not only
enhances the state’s ability to manage
health crises effectively but also fosters
public confidence and trust in its public

health infrastructure.



TABLE 11: Nearly Every State Planned for a Laboratory Surge
State public health laboratories with a written plan for a six- to eight-week

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

Source: Association of Public Health Laboratories®

surge in testing capacity, 2023

Note: This indicator solely tracks the existence of a written plan and does not assess its quality,
comprehensiveness, or the frequency of its utilization or testing.
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TABLE 12: INDICATORS OF PUBLIC HEALTH EMERGENCY PREPAREDNESS BY STATE

. . s Emergency Management
WMED RS TS f IS0 G s G 2 Accreditation Program Public Health Funding Water Security
(NLC) Board (PHAB) (EMAP)

Percent of population who used a

SEEEE R, Accredited by PHAB, 2023 ~ Accredited by EMAP, 2023 = Funding change, FY 2022-23 ' community water system in violation

A of health-based standards, 2022
Alabama v v v t 4%
Alaska { 5%
Arizona v v v t 3%
Arkansas v v v 3 2%
California 4 4 $ 1%
Colorado v v v t 4%
Connecticut v v t 0%
Delaware v v v t 0%
D.C. v v t 3%
Florida v v v t 2%
Georgia v v v t 4%
Hawaii t 0%
Idaho v v v { 3%
Illinois v v t 1%
Indiana 4 4 3 5%
lowa 7/ 7/ t 1%
Kansas v v v t 4%
Kentucky v v t 2%
Louisiana 4 4 t 22%
Maine v v t 1%
Maryland v v v { 26%
Massachusetts v v t 14%
Michigan v { 1%
Minnesota 4 t 1%
Mississippi v v v t 11%
Missouri v v v t 1%
Montana VA VA t 6%
Nebraska v v t 1%
Nevada v Not reported 0%
New Hampshire v t 3%
New Jersey v v v t 10%
New Mexico v v t 6%
New York v Va t 45%
North Carolina 4 v v t 2%
North Dakota v v v - 0%
Ohio v v v { 2%
Oklahoma v v v t 18%
Oregon Va t 15%
Pennsylvania v v v t 5%
Rhode Island v v v { 2%
South Carolina v v 4 t 2%
South Dakota v t 5%
Tennessee 4 4 t 4%
Texas v ) 6%
Utah v v v t 2%
Vermont v v v t 0%
Virginia v v t 1%
Washington v v v t 0%
West Virginia v Not reported 14%
Wisconsin v v v { 2%
Wyoming v t 5%
51-state average N/A N/A N/A N/A 5%

Note: See “Appendix B: 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. Public health funding data for FY 2023 were not reported for Nevada and West Virginia. 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 12: INDICATORS OF PUBLIC HEALTH EMERGENCY PREPAREDNESS BY STATE

Paid Time Off Seasonal Flu Vaccination Patient Safety Public Health Lab Capacity State Performance
Percent of employed Seasonal flu vaccination rate Percentage of hospitals with “A” Public health laboratories had a
population who used paid ~ for people ages 6 months or fa i fa||p2023 written plan for a six- to eight-week Scoring tier, 2023
time off, March 2018-23 older, 2022-23 grade, surge in testing capacity, 2023
Alabama 57% 43.4 12% v High
Alaska 59% 42.8 17% v Low
Arizona 56% 45 20% V4 High
Arkansas 53% 45,5 20% v Middle
California 55% 51.7 31% Low
Colorado 57% 53.6 37% v High
Connecticut 60% 61.9 43% v High
Delaware 55% 52 0% 7 Middle
D.C. 63% 62.9 0% v High
Florida 55% 42.9 38% v High
Georgia 54% 43.9 30% v/ High
Hawaii 57% 51.4 25% v Low
Idaho 53% 36.9 29% v Middle
lllinois 49% 50.5 25% v Middle
Indiana 54% 45.6 24% v Low
lowa 54% 50.9 9% v Middle
Kansas 60% 47.6 38% v High
Kentucky 50% 40.1 20% v Low
Louisiana 54% 42.7 36% v Low
Maine 61% 56.9 35% v High
Maryland 55% 59.8 32% v Middle
Massachusetts 61% 64.9 33% v High
Michigan 50% 48 29% v Low
Minnesota 50% 51.8 21% v/ Low
Mississippi 65% 39.7 20% v High
Missouri 54% 471 21% Middle
Montana 54% 41.3 40% v Middle
Nebraska 53% 51.1 30% v High
Nevada 52% 39.9 17% v Low
New Hampshire 55% 54.7 31% v Middle
New Jersey 56% 54 36% v High
New Mexico 58% 48.6 15% 7 Middle
New York 61% 52.6 11% v Low
North Carolina 56% 50.8 48% v High
North Dakota 52% 41.3 0% v Low
Ohio 56% 50.3 25% v High
Oklahoma 59% 41.6 20% v Middle
Oregon 56% 49.8 24% v Low
Pennsylvania 52% 56.8 44% v High
Rhode Island 48% 63.6 33% v High
South Carolina 48% 44.6 43% v High
South Dakota 53% 50.7 10% v Low
Tennessee 52% 44 39% v High
Texas 63% 43.4 38% v Low
Utah 50% 45.9 52% Middle
Vermont 54% 61.1 0% v High
Virginia 59% 54.6 51% High
Washington 58% 54.4 28% v High
West Virginia 53% 44.8 5% V4 Low
Wisconsin 54% 53.9 10% v Middle
Wyoming 53% 40.3 0% v Low
51-state average 55% 49.3 25% N/A N/A
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SECTION 2:

Ready or Not
2024

Recommendations for
Policymakers, Health Officials,
Community Leaders, and the
Healthcare & Business Sectors

For the past two decades, TFAH has issued recommendations
for action by policymakers, public health officials, healthcare
providers, community leaders, and businesses. Taken together,
these recommendations could help build a nation that is more
resilient and better prepared for longstanding and emerging
health threats. However, the progress of the past two decades is
at risk, as political divisions, proposed deep cuts to public health
funding, and misinformation and distrust of science continue to
gain traction. For example, Congress has rescinded hundreds of
millions of dollars intended to bolster public health workforce
and readiness and response efforts. In addition, lawmakers
extended some expiring provisions of the Pandemic and All-
Hazards Preparedness Act but failed to reauthorize the law in its
entirety. Without sustained attention to the nation’s preparedness
and response capabilities, the country could be at a significant

disadvantage for the next public health crisis.

TFAH based the following policy recommendations on research and
analysis, consultation with experts, and a review of gaps in federal
and state preparedness. The recommendations are intended to
build a stronger and more equitable foundation on which to respond

to a range of public health emergencies.

Editor’s note: Many of TFAH’s recommendations may apply to tribal and territorial
agencies but would be contingent on appropriate levels of funding to support public health
infrastructure within these jurisdictions.



Priority Area 1: Provide Stable, Flexible, and Sufficient Funding for Domestic and Global Public

Health Security

Short-term funding provided in response
to the COVID-19 pandemic spurred
significant progress in public health data,
infrastructure, and the workforce. Initial
investments in data modernization,

for example, are already bearing fruit:
electronic case reporting has grown

from 187 healthcare facilities before the
pandemic to over 22,000 today, saving
staff hours and money that would have
been spent on paperwork.'® Yet, there

are numerous indications that the

nation is already entering the austerity
phase of the “boom and bust” cycle of
public health funding. In July 2023,
Congress rescinded an estimated $1.3
billion from CDC’s budget as part of the
Fiscal Responsibility Act,'” and House
appropriators proposed another $1.6
billion in cuts in FY 2024.'® The short-
term nature of supplemental investments
will also create funding cliffs in the
coming years.'® Building and sustaining

public health preparedness capabilities

requires more than one-time investments.
Importantly, the limited scope and time
frame for emergency supplemental
money does not make up for decades of
underfunding America’s public health
capabilities. Major gaps remain in cross-
cutting, foundational capabilities and
services at all levels of governmental
public health. COVID-19 funding, by
statute, cannot be used to address long-
standing health challenges or even other

emerging public health threats.

RECOMMENDATIONS FOR FEDERAL GOVERNMENT:

® Congress and state lawmakers should
enhance and modernize the public
health infrastructure, including by
investing $4.5 billion per year to support
foundational public health capabilities
at the federal, state, tribal, local, and
territorial levels. While funding is needed
across many public health programs, the
chronic underfunding of public health
infrastructure, coupled with siloed,
disease-specific funding, prevents

the nation’s public health system from
modernizing and protecting the nation’s
health security. Recent investments
from the American Rescue Plan Act are
a vital down payment to modernizing
public health systems, but this short-term
funding will expire and create significant
funding cliffs that put recent progress at
risk. Congress should provide ongoing
investment in these cross-cutting public
health capacities, as proposed in the

Public Health Infrastructure Saves
Lives Act.t7®

While mandatory funding would ensure
sustainability and predictability, as an
alternative, Congress should provide a
robust annual investment in CDC’s public
health infrastructure program through the
appropriations process, and CDC should
ensure accountability and metrics for
infrastructure funds.

HOW WILL INFRASTRUCTURE INVESTMENT AND DATA MODERNIZATION STRENGTHEN EMERGENCY

PREPAREDNESS?

Decades of underfunding and disease-specific funding have left
the nation’s public health infrastructure unprepared to meet
today’s public health challenges. Increased investment in cross-
cutting capabilities would allow for a stronger foundation for every
community to quickly address health threats, including:

® Data: Tracking and responding to health emergencies requires
comprehensive and timely data. A modernized data system
would allow public health officials to collect, analyze, and share
health data in real time, enabling decision-making and resource
allocation that will save lives. More comprehensive data
systems will also provide greater insight into population-specific
health risks and how to address them.

® Workforce: The public health workforce needs to be larger,
more diverse, and to enhance its skill sets. New funding would
allow health departments to recruit, retain, and support public
health practitioners, including epidemiologists, data scientists,
health communicators, and community health workers.

® Foundational Capabilities: Additional infrastructure funding
would allow health departments to invest in their functional
capabilities, such as assessment and surveillance, emergency
preparedness and response, community partnerships,
communications, policy development, and performance
management.
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® Congress should continue to increase
funding for Public Health Emergency
Preparedness. Congress should continue
to restore funding in the amount of
at least $1 billion in FY 2024 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. This
investment has been cut by 20 percent
since FY 2003, or by about half, after
adjusting for inflation.*”* The Public Health
Emergency Preparedness program has
saved lives by building and maintaining
a nationwide public health emergency
management system that enables
communities to prepare for and rapidly
respond to public health threats.

® Congress should invest in continuous
public health data modernization.
Sustained investment in public health
data systems at the federal, state, and
local levels is imperative to ensure health
agencies can quickly detect and respond
to threats. Years of inadequate funding
have meant that public health agencies
are reliant on archaic data systems.
Congress must recognize that the
progress from these initial investments
is at risk without continued investment.
Funding for CDC’s Data Modernization
Initiative is needed to continue to build
and sustain the foundations for data-
sharing across public health, modernize
CDC'’s services and systems, leverage new
data sources, improve the completeness
of demographic and other equity-related
data, and ensure public health can act
on innovative data analytics. “The Data:
Elemental to Health” campaign estimates
at least $7.84 billion is needed over the
next five years to strengthen public health
data collection and reporting at the state
and local levels.'™

® Congress should create a Health
Defense Operations budget designation
to exempt specific health defense
programs central to health security
from the annual discretionary budget
allocations and to ensure these critical
activities receive the sustainable
resources necessary to secure
Americans’ health, economic, and
national security.*”® Budget caps and
competing priorities in the nondefense
discretionary budget category continue
to constrain annual discretionary
appropriations, making it nearly
impossible to invest in medium- to long-
term health defense.

® Congress should support next-
generation detection and forecasting of
pathogens by funding CDC’s Center for
Forecasting and Outbreak Analytics, its
Advanced Molecular Detection program,
and its partnerships with Pathogen
Genomic Centers of Excellence, all of
which advance pathogen genomics
sequencing, surveillance technology,
and capacity. Congress should continue
to invest in public health laboratory
modernization through the Epidemiology
and Laboratory Capacity program.

® Policymakers at all levels should
expand strategies to recruit, train,
and retain public health personnel
at all levels. Federal, state, and local
governments must prioritize stable,
long-term funding for recruitment
and retention of a diverse workforce,
including those with experience in public
health informatics, laboratory science,
health equity, epidemiology, community
health, and other foundational public
health capacities. Congress should
also invest in public health workforce
development, training, and retention
programs, such as the Public Health
Workforce Loan Repayment program,



Public Health AmeriCorps, fellowships,
and other incentives to serve in or
augment governmental public health,
like fellowships that increase workforce
diversity and recruitment in underserved
areas and populations. States should
remove barriers to hiring in governmental
health departments, such as lengthy
timelines between application and start
date, especially in times of emergency.
Schools and programs of public health
should incorporate health equity, data
equity, and cultural competency into
their curricula and training programs in
actionable ways.

® Congress should accelerate the
country’s capacity to respond through
existing crisis-response mechanisms
and faster, flexible supplemental
funding. In addition to stable core
funding, the federal government needs
readily available funds on hand to
enable a rapid response while Congress
assesses the necessity for supplemental
funding. Congress should continue a
no-year infusion of funds into the Public
Health Emergency Rapid Response
Fund and/or the Infectious Diseases
Rapid Response Reserve Fund to serve
as available funding that may provide a
temporary bridge between preparedness
and supplemental emergency funds.
Congress should also pass emergency
supplemental funding quickly and allow
sufficient flexibility in such funding
so awardees can leverage funds for
overlapping emergencies, such as COVID-
19 and Mpox.

® Congress and the Executive Branch
should demonstrate a long-term,
sustainable commitment to global
health security by implementing the
global health security goals laid out in the
National Biodefense Strategy. The United
States should continue to strengthen

partnerships with international bodies

such as the World Health Organization
(WHO), while working with partner
countries to strengthen core public health
capabilities. Congress should solidify
America’s role as a global health leader
by committing sufficient resources to
proven initiatives, such as CDC’s Global
Public Health Protection program, the
Field Epidemiology Training and Global
Laboratory Leadership Programme, Public
Health Emergency Operations Centers,
and National Public Health Institutes.
Congress should fund and CDC should
implement the modernization of the U.S.
port health system, including information
technology systems, port health stations,
and traveler engagement and information.
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Priority Area 2: Ensure Effective Leadership and Coordination

Safeguarding the health of all
communities during emergencies is a
core responsibility of government and
its partners at all levels. The pandemic
exposed shortcomings in public health
legal authorities and coordination, but
some states and members of Congress
continue to consider or enact limits on

legal health authorities.'™

The White House launched the
Office of Pandemic Preparedness and

Response Policy in 2023 as a permanent
office in the Executive Office of the
President to better coordinate actions
across the federal government, a
recommendation from previous TFAH
reports. Policymakers at all levels must
continue to shore up the leadership,
coordination, and legal authorities of
the agencies tasked with protecting the
nation against health threats and must

work to earn the trust of its residents.

RECOMMENDATIONS FOR FEDERAL, STATE, AND LOCAL GOVERNMENT:

® Congress should empower CDC to
collect public health data in a timely
and coordinated way. Congress should
provide CDC with the authority to set
public health data standards and require
jurisdictions and healthcare facilities
to report critical and complete public
health data.*”® A uniform approach to
data collection, such as the approach
proposed in the Improving DATA in Public
Health Act, would reduce the burden on
data providers and give federal public
health agencies and state and local
partners a more complete picture of
outbreaks and other health threats.

® The U.S. Department of Health and
Human Services (HHS) and jurisdictions
should ensure timely, complete,
disaggregated demographic data
collection and reporting, including
during public health emergencies.
Complete, disaggregated public health
data by race, ethnicity, age, income,
sexual orientation, gender identity,
primary language, disability type
and status, pregnancy status, the

intersections of these demographics, and

other factors are vital to effective public
health preparedness and response.

Federal agencies should implement the
recommendations from the Equitable
Data Working Group to ensure a more
robust picture of health threats and their
impacts on all populations.*’® In addition,
HHS should stand up its own data-equity
task force in consultation with state,
local, territorial, and tribal agencies;
community leaders; healthcare and
laboratory providers; and private-sector
stakeholders—to identify and address
barriers to the collection and regular
reporting of disaggregated, detailed
demographic data. HHS and public health
departments should build on progress
thus far to ensure that health equity and
demographic data disaggregation are
central to data-modernization efforts,
including prioritizing funding for under-
resourced communities, educating and
working with patients and providers,

and ensuring sustained community
engagement in decisions around public
health data-system design and use.*””

® Congress and HHS should cut red tape to

strengthen HHS’s response capabilities.
CDC, the Administration for Strategic
Preparedness and Response (ASPR),
and other relevant HHS agencies are



critical to the nation’s prevention of and
response to public health emergencies,
yet they are subject to bureaucratic hiring
and contracting procedures even during
times of crisis. Congress should help
these agencies become more responsive
by providing more nimble hiring and
contracting authority.

® Congress should create an independent
COVID-19 commission to examine the
pandemic and make recommendations
to Congress. Congress should authorize
and fund an independent commission
to investigate the preparedness for and
response to the pandemic across the
federal government and make concrete
recommendations for addressing gaps and
missteps and identifying and sustaining
areas of success. A comprehensive,
congressionally authorized commission
would help inform future policymaking and
pandemic preparedness and response.
The commission should recommend ways
to strengthen public health and healthcare
system preparedness, health equity,
medical and nonmedical countermeasures
development and deployment, messaging
and communications, and the workforce
before the next public health emergency.

® Policymakers should prioritize rebuilding
trust in public health agencies and
leaders. Policy decisions at the federal,
state, and local levels should be based on
the best available science, led by public
health experts, and free from any real
or perceived political interference. The
president, the HHS secretary, and the
leadership of federal public health and
emergency response agencies—including
CDC, ASPR, U.S. Department of Homeland
Security, Federal Emergency Management
Agency, and FDA—must conduct a
thorough review on the independence
and performance of these agencies
during the COVID-19 pandemic. Federal

health agencies need to build capacity

for more rapid response during a health
emergency—for example, by implementing
CDC’s Moving Forward plan. Federal and
state officials should establish procedures
and policies to ensure the scientific
integrity and independence of their
agencies, without political interference.
Timely, science-based, and clear public
health guidance is particularly critical to
rebuilding public confidence.

® Policymakers should act to strengthen
public health protections. Federal
and state lawmakers, governors, and
courts should reject laws that weaken or
preempt public health authorities, which
could threaten such basic public health
protections as vaccinations and quarantine.

® Congress and state legislatures
should invest in effective public health
communications. This investment should
include research into best practices
for different audiences, creating
mechanisms for effectively engaging and
listening to communities, incorporating
communications into planning and
response, modernizing communication
channels to make guidance more
accessible, and partnering with trusted
messengers. HHS and other federal,
state, and local health agencies should
engage with and provide resources to
a diverse group of stakeholders and
community partners to research and test
effective messaging, counter and prevent
misinformation and disinformation,
assist in message development, help
deliver messages, and conduct outreach.
While the substance of communications
should be consistent, messages must
acknowledge the historical context of
distrust in some communities and be
linguistically and culturally tailored for
different populations.'’®
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Priority Area 3: Prevent and Respond to Outbreaks and Pandemics

The United States must be able to
prevent and control both known

and unknown pathogens. The world
continues to see emerging infectious
disease threats, such as the Mpox virus
and COVID-19, while other diseases,
such as malaria, spread in the United
States for the first time in decades.'™
The latest vaccine exemption rate for
children entering school was the highest
ever reported in the United States,
putting children and their communities

at risk for outbreaks of preventable

diseases.'® The nation also continues
to see disparities in Americans’ access
to vaccines and treatments for a range

of infections,'®!

especially among those
who are uninsured, Black, Latino, or
living below the federal poverty level.'®
Policymakers across the country have
proposed or enacted legislation to
make vaccination and infection control
more difficult.’®® The United States
must be able to protect all residents
from pandemics, emerging infectious

diseases, and localized outbreaks.

RECOMMENDATIONS FOR FEDERAL AND STATE GOVERNMENT AND

HEALTHCARE:

® Congress should provide at least
$1.1 billion per year to support
vaccine infrastructure and delivery,
including programs promoting
equitable distribution and combating
misinformation. CDC’s Section 317
Immunization Program supports state and
local immunization systems to increase
vaccination rates among uninsured
and underinsured adults and children,
respond to outbreaks, educate the public,
target populations experiencing worse
outcomes, improve vaccine confidence,
establish partnerships, and improve
information systems. Yet, funding has not
kept up with needs, as states have had
to spend immunization dollars to respond
to outbreaks®®* in an attempt to manage
the impact of vaccine underutilization.
Congress should also increase
annual funding for CDC’s seasonal
influenza program and post-licensure
vaccine safety monitoring, as well as
appropriations to HHS to study and
address the causes of vaccine hesitance,
improve community engagement, and
educate clinical providers on methods for
improving vaccine acceptance.

® Congress and states should ensure
first-dollar coverage for recommended
vaccines under commercial insurance
and for uninsured populations. Nearly
90 percent of Americans have access to
vaccines with no cost-sharing thanks to
the Inflation Reduction Act,*®® but barriers
remain for many adults. To address these
barriers, Congress should enact an adult
vaccine safety-net program, such as the
Vaccines for Adults program proposed
in the president’s FY 2024 Budget
Request. HHS should also encourage
states to adopt the Inflation Reduction
Act’s Medicaid extension so low-income
adults have access to this vaccine benefit
through Medicaid.

® Congress should significantly increase
investments in public health initiatives
to prevent, detect, and contain
antimicrobial resistance by supporting
the Antimicrobial Resistance Solutions
Initiative (ARSI) at CDC; the National
Healthcare Safety Network, which
supports reporting of antibiotic use and
resistance data in healthcare facilities;
and domestic and global healthcare-
associated infection/antimicrobial



resistance programs. Through ARSI and
CDC’s investment, support is provided
for prevention measures in every state,
several large cities, and territories. This
support aims to strengthen lab capacity,
track infections across healthcare
systems, detect new threats, slow or
stop the spread of pathogens, coordinate
prevention strategies, implement
strategies to improve appropriate
antibiotic and antifungal use including
by educating both human and animal
healthcare providers, and support for
research and development of other
innovations. In addition, Congress
should increase funding to build global
capacity to prevent, detect, and contain
antimicrobial resistant infections.*8¢

® Centers for Medicare & Medicaid
Services (CMS), CDC, and healthcare
entities should decrease over-
prescription of antibiotics through the
implementation of antibiotic stewardship
and antibiotic-use reporting. CMS
should enforce stewardship requirements
for hospitals and work with public
health stakeholders to track progress
in prescribing rates and resistance
patterns.’®” CMS and CDC should work
with healthcare, public health, and patient
advocates to develop improvements to
the current stewardship Condition of
Participation, such as by creating staffing
standards to ensure that stewardship
programs are sufficiently resourced
to meet their goals. CMS should also
advance policies to improve outpatient
antibiotic prescribing, such as through
quality measures and value-based
reimbursement programs. All relevant
facilities must improve their reporting of
antibiotic use and resistance through the
National Healthcare Safety Network and
should adopt stewardship programs that
meet CDC'’s Core Elements.8®

o States should minimize vaccine

exemptions for schoolchildren, and
healthcare facilities should increase
vaccination of healthcare workers. States
should enact or strengthen policies that
enable universal childhood vaccinations to
ensure children, educators, other school
personnel, and the public are protected
from vaccine-preventable diseases.

This includes eliminating nonmedical
exemptions and opposing legislation to
expand exemptions.'®® States should
require healthcare personnel to receive

all Advisory Committee on Immunization
Practices-recommended vaccinations to
protect staff and patients and to achieve
necessary healthcare infection control.
Healthcare facilities should ensure access
to and education about vaccines for all
staff and contractors, and they should
remove any barriers to staff receiving

vaccines. Healthcare facilities should
also report healthcare worker vaccination
status to CDC’s National Healthcare
Safety Network.

® Congress and states should provide
job-protected paid leave. Paid family,
sick, and medical leave are important
infection-control measures, protecting
both workers and customers in addition
to creating economic security. Congress
should enact a permanent federal paid
family and medical leave policy, such
as the policy proposed in the FAMILY
Act, and dedicated paid sick days
protections, such as the protection
outlined in the Healthy Families Act.
Until federal protections are passed,
states should enact paid leave laws and/
or remove preemption exemptions for
localities that enact these policies.
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Priority Area 4: Build Resilient Communities and Promote Health Equity in Preparedness

Each new outbreak or disaster
reiterates the urgency of addressing
the social, economic, and structural
reasons for health inequities that
cause some populations to experience
a disproportionate impact from
disasters, receive fewer resources
during the response, have more
limited access to healthcare, and

take longer to recover. When the
intersectionality of factors, such as
homelessness, incarceration, disability,
age, employment, LGBTQ+ status,
and immigration status, are taken
into consideration, the inequities

are compounded. The pandemic

demonstrated the effectiveness

of building partnerships among
community-based organizations and
leaders, governmental agencies, and
community health and healthcare
organizations. However, these
partnerships will likely dissolve without

sustained attention and funding.

It is vital to support the full range of
public health activities across CDC and
the country. The nation is especially
vulnerable to outbreaks and disasters
because of high rates of chronic disease
and mental health conditions. Health
emergencies also contribute to chronic
conditions—such as Long COVID**—

and mental health concerns.'”! Keeping

people healthier in the first place will
contribute to more resilient communities
during health emergencies. Addressing
underlying inequities and intentionally
and meaningfully engaging with and
resourcing the people and communities
most likely to be disproportionately
impacted throughout the emergency
planning and response process are critical
to promoting community resilience and
ensuring that all receive appropriate
services, regardless of circumstance.
Equity must be an explicit and
foundational principle in all emergency

planning, response, and recovery.

RECOMMENDATIONS FOR FEDERAL, STATE, AND LOCAL GOVERNMENT AND COMMUNITY LEADERS:

® Congress should invest in capacity to
address the social determinants of
health: People at highest risk during
disasters and those who have the hardest
time recovering are often those with
unstable or unhealthy housing, those
with limited access to transportation,
and those who live in low-socioeconomic-
status communities.'®? Addressing these
nonmedical factors, sometimes called
social determinants of health (SDOH), can
improve community resilience. Congress
should increase funding for CDC’s SDOH
work, which enables research into best
practices and provides grants for cross-
sector partnerships and community
solutions to SDOH.

® Agencies at all levels of government
should plan with communities, rather
than for them, and provide resources and

TFAH < tfah.org

technical assistance to communities
and community-based organizations to
enhance equity and resilience before,
during, and after an event. Rather than a
top-down approach to promote equity and
resilience, policymakers should support
an asset-based approach that relies on
communities identifying and leveraging
their strengths. All sectors involved

in emergency planning and response
must conduct meaningful engagement,
partnerships, and listening efforts and
work together to identify and plan with
communities at higher risk of health
impacts during an emergency, such as
older adults, people with disabilities,
people experiencing homelessness, and
individuals with chronic health conditions.
Doing so will help ensure emergency
plans, procedures, communications

strategies, and evacuation shelters meet
the needs of all in the community.

These steps include:

® Congress and federal agencies and
grantees should direct targeted resources
to community-based organizations and
existing community health networks
that focus on the health of communities
of color, older adults, people with
disabilities, and other groups that bear a
disproportionate burden during disasters.
Officials should establish relationships
with services, existing networks,
and organizations that serve these
populations before emergencies take
place, and government and philanthropies
should fund community leaders and
community-based organizations to
participate in preparedness and resilience



efforts. Health departments and

emergency management agencies should

rely on the expertise, community trust,
and networks of those who may bear a
disproportionate risk.

® Grants should support evidence-based,
culturally relevant, and linguistically
appropriate public health campaigns
that address prevention and treatment,
providing community leaders the
opportunity to fully participate in
planning activities. Such planning
would allow organizations to hire and
engage community members to ensure
emergency plans better reflect the
community, as well as improve their
data collection and sharing.

® Federal and state governments and
philanthropies should ensure that
existing grants and sub-awards reach
the grassroots level and communities
most in need, and they should support
the partnerships built during the
COVID-19 pandemic for broader health
equity and resilience work.

o All levels of government, from the White
House and federal agencies to state
and local governments should continue
to strengthen their health equity
leadership and adopt strategies and
accountability metrics to incorporate
equity into preparedness.

These steps include:

® CDC has updated its “notice of funding”
opportunity (NOFO) template to
incorporate health equity guidance.®3
HHS should strive to integrate these
changes across its NOFO development,
and awardees should implement
meaningful multisector engagement

wherever feasible. All jurisdictions and
federal grant makers should establish
metrics and procedures for ensuring
emergency responses are equitable and
for addressing inequities as they occur.

® The White House should create a
permanent health equity infrastructure
to ensure accountability for these
recommendations and to bolster
equity leadership and coordination for
future health crises.

® HHS, CDC, state, local, tribal, and
territorial governments should build
up internal infrastructure to promote
health equity, including by identifying
a chief health equity officer who has
a leadership role in the emergency
operations center and/or incident
command structure for all-hazards
events and who is engaged in every
emergency operation center activation
with sufficient resources and authority.

® Health equity and emergency
preparedness officials should work
across programs to incorporate equity
issues and goals into preparedness
policies and plans; to improve staff
capacity to understand how the
legacies of discrimination, current-day
racial trauma, and other structural
inequities affect disaster resilience and
recovery; to develop and disseminate
communications materials that are
culturally and linguistically tailored;
and to collect and leverage data to
identify unigue community assets and
measures of well-being and to advance
equity before and during events.

® HHS should increase transparency of
its progress on the recommendations
of the National Advisory Committee on

Children and Disasters, the National
Advisory Committee on Individuals

with Disabilities and Disasters, and the
National Advisory Committee on Seniors
and Disasters. The federal government
should formally respond to the Advisory
Committees’ recommendations (where
possible), including an explanation of how
the government plans to implement the
recommendations and, if not, what the
barriers to implementation are.

® Jurisdictions, CMS, and the Substance
Abuse and Mental Health Services
Administration (SAMSHA) should
address mental health and substance
use gaps, bolster crisis resources, and
incorporate mental health first-aid
and treatment access into disaster
response and recovery strategies. All
jurisdictions should assess existing
mental health and substance use
resources and gaps before the next
emergency, strengthen partnerships
across sectors, and incorporate these
assets into preparedness planning. CMS
and other policymakers must consider
in advance what waivers may be needed
to ensure continuity of care for people
in treatment. SAMHSA can bolster
preparedness efforts by strengthening
its support for population-level
approaches for mental health resilience,
increasing research, surveillance, and
monitoring of the impact of climate
emergencies and extreme weather on
behavioral health, as well as researching
the most effective post-disaster
interventions. For additional discussion
of strengthening the prevention of
alcohol, drug, and suicide deaths, see
TFAH’s Pain in the Nation report series.
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Priority Area 5: Accelerate Development and Distribution of

Medical Countermeasures

An effective medical countermeasure
(MCM) enterprise has the power to
disarm future biological threats. In
2021, the White House released the
American Pandemic Preparedness
Plan, which included ambitious goals
toward enabling rapid development
of diagnostic tests, vaccines, and
therapeutics.' But thus far federal

investments have not matched what is

needed to reach these goals.'” The U.S.

program has achieved notable successes
in the past year, including advancing

196 and

new vaccines and diagnostics
launching Project NextGen to accelerate
the next generation of COVID-19
countermeasures,'?” but some of these
achievements were advanced with
short-term funding. The success of the
MCM system depends on sustained
funding from initial research through

distribution and dispensing.

RECOMMENDATIONS FOR FEDERAL GOVERNMENT AND PRIVATE-SECTOR

PARTNERS:

® Congress should provide significant,
long-term funding for the entire MCM
enterprise. The MCM enterprise involves
multisector partners that leverage their
capabilities, such as research, planning,
testing, regulation, manufacturing,
surveillance, distribution, dispensing,
delivery, stockpiling, training, clinical
guidance, and monitoring. Long-term,
coordinated, and transparent funding
to the Biomedical Advanced Research
and Development Authority, the
Strategic National Stockpile, CDC, FDA,
the National Institutes of Health, and
other components of the Public Health
Emergency Medical Countermeasure
Enterprise 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 personal protective
equipment. The United States should
continue to grow its investment in
innovative, flexible technologies and
platforms that will enable faster

production of items for a range of threats,

rather than focusing on products for a
single pathogen.*®

® Congress and HHS should prioritize the
distribution and dispensing of MCMs.
Congress should provide resources
to the Strategic National Stockpile
and CDC’s Public Health Emergency
Preparedness program to improve
distribution and dispensing. HHS should
enable appropriate contracts 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.

® Congress should create incentives for
new-product discovery to prevent and
fight resistant infections including
therapeutics, diagnostics, and
prevention products such as vaccines.
The antimicrobial development pipeline
is inadequate, leaving patients at risk
for antimicrobial-resistant infections.*®°
Congress should enact legislation that
includes sustainable development
incentives for novel antibiotics and
antifungals that address unmet needs
and are de-linked from sales and contain
strong stewardship and surveillance
provisions, such as the PASTEUR Act,



to strengthen the market for antibiotic
and antifungal developers, improving
patient access for those who need it most
without encouraging overuse.

® Congress should strengthen the
pipeline of influenza vaccines,
diagnostics, and therapeutics. The
Protecting America from Seasonal
and Pandemic Influenza Act is a
comprehensive authorizing bill that
would implement and build upon
the National Influenza Vaccine
Modernization Strategy. The bill
would take steps to speed up vaccine
development, support immunization
information systems, strengthen the
supply chain for these products, and
authorize sustainable funding for the
federal influenza ecosystem.

® HHS should clarify and strengthen
the Public Health Emergency
Medical Countermeasures Enterprise
(PHEMCE), leadership of MCM,
and supply chain management for
emergencies. HHS should continue
to reinvigorate interagency PHEMCE
coordination,?°® including through
regular interagency meetings;
engagement with private-sector and
nonprofit supply-chain partners;
improved transparency and
communication with state, local,
tribal, and territorial agencies; and
collaborative long-term planning and
evaluation. These agencies should
be included in planning and decision-
making. The supply chain should be
visible to federal, state, and local
officials and the private sector so
delays can be identified early. Federal
agencies should continue to explore
all available authorities, such as
through the Defense Production Act,

and communicate strategies with
stakeholders to bolster the supply
chain during emergencies. HHS should
clarify roles and responsibilities

for supply-chain management, in
consultation with private-sector and
public health partners, and it should
develop and disseminate best practices
for supply management.2%*

® HHS should improve MCM guidance
and communications for groups at
higher risk of health impacts during
an event. HHS, including CDC, should
continue to consult with experts and
work with healthcare professionals and
state, local, tribal, and territorial public
health partners to develop standardized
guidance for dispensing MCMs to groups
such as infants, children, pregnant
and postpartum people, older adults,
people with disabilities, and people who
are homebound. HHS and state, local,
tribal, and territorial agencies should
work with organizations that reach
the public, especially communities at
disproportionate risk—such as groups
representing older adults, people with
disabilities, and limited-English-proficient
communities—to improve communications
around MCM issues. Communities need to
be engaged before an outbreak or event
to ensure their understanding of the risks,
benefits, and distribution challenges of
introducing a medical product to a large
portion of the population and ultimately
improving acceptance and access to
MCMs. It is important to provide clear and
accurate guidance to the public in multiple
formats and languages, via trusted
sources and multiple communications
channels, including formats that are
accessible to people with low literacy and/
or hearing or vision loss.
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Priority Area 6: Ready the Healthcare System to Respond and

Recover

The nation’s healthcare system—from
primary to long-term care-is under
strain. Workforce shortages and hospital
closures are disrupting how people
receive care, especially in underserved
areas. Add in a natural disaster, severe

flu and RSV season, or a pandemic,

and many healthcare facilities are
strained beyond the breaking point.
Health system readiness is an essential
element of health security and recovery.
Readiness benefits healthcare systems,
their patients and staff, and the

communities they serve.

RECOMMENDATIONS FOR FEDERAL GOVERNMENT AND HEALTHCARE:

® Congress, HHS, and healthcare leaders
should strengthen Health Care Readiness
and Recovery. Congress must increase
annual funding to at least $500 million for
the ASPR-managed Health Care Readiness
and Recovery Portfolio, which supports
the readiness of the healthcare delivery
system for disasters, including through
the Hospital Preparedness Program (HPP).
HPP has been severely underfunded
relative to the need, with funding cut
by nearly two-thirds after adjusting for
inflation over the last two decades.

® HHS should support HPP by:

* Assessing the role of HPP in the
COVID-19 response and addressing
gaps in the program.

* Strengthening requirements under
the program, such as requiring crisis
standards of care planning as a
condition of funding for HPP.202

Ensuring healthcare leaders take

the lead on HPP planning and
implementation, including crisis
standards of care, to the extent possible,
with support and coordination from
public health, emergency management,
and others, and recipients should
ensure as much funding as possible is
reaching healthcare coalitions.

Building readiness for pediatric
patients in emergencies by requiring
hospital participants in HPP to

complete a Pediatric Readiness
Assessment, as recommended by

the National Advisory Committee on
Children and Disasters.2° This self-
assessment tool helps facilities to
evaluate overall pediatric readiness in
emergency departments. Emergency
departments with a high degree of
pediatric readiness have lower mortality
among children.2%4

® Healthcare administrators should
ensure their facilities have tools and
support for meaningful participation
in healthcare coalitions, including the
impetus and ability to share information
and resources across the coalition and
with public health agencies as well as to
encourage participation in exercises.

® Assess impact of CMS Preparedness
Standards and improve transparency. An
external review by the U.S. Government
Accountability Office or a similar entity
should assess how CMS preparedness
standards?®® have affected overall
healthcare readiness, and HHS should
begin tracking progress on preparedness
measures over time. CMS should also
strengthen preparedness standards by
adding medical surge capacity and other
capabilities, including infection prevention
and control, stratified by facility type, as
a necessary requirement within the next
iteration of the rule.?*®



® Congress and states should continue
to expand access to healthcare.
Access to healthcare is always
important for promoting health and
well-being and particularly so during a
pandemic or disaster. With the end of
the COVID-19 public health emergency
declaration and continuous coverage
requirements, millions of Americans
have been disenrolled from Medicaid
across the country.?°” Congress and
the administration should strengthen
incentives for states to expand Medicaid,
make marketplace coverage more
affordable, and improve outreach and
marketing for enroliment.2°® States should
streamline Medicaid renewal processes

and ensure continuity of coverage for
children and adults.2%°

® Congress and HHS should create
incentives and ramifications to build
sustainable preparedness and surge
capacity across healthcare systems.
Although there has been progress in
developing healthcare coalitions in many
regions and progress in meeting CMS
and other accreditation preparedness
standards by individual healthcare
facilities, these existing mechanisms
have not provided enough incentive
for many healthcare facilities to
create meaningful surge capacity and
cooperation across competing entities.
In addition to strengthening existing

systems, Congress and HHS should
consider long-term sustainability for
building healthcare readiness across the
system, including meaningful incentives
and disincentives such as:

® An external self-regulatory body—in
alignment with federal policy goals—
could set, validate, and enforce
standards for healthcare facility
readiness, stratified by facility type, with
authority for financial ramifications.?1°

® Payment incentives could sustain
preparedness, surge capacity, regional
disaster partnerships, and reward
facilities that maintain specialized
disaster care.

RECOMMENDATIONS FOR STATE GOVERNMENT AND THE HEALTHCARE SECTOR:

® State and local emergency planners
should work with the healthcare sector
to integrate healthcare delivery into
emergency preparedness and response.
Jurisdictions should continue to increase
engagement and integration of 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. Private-sector healthcare

leadership should prioritize preparedness
moving forward, including through
training and workforce protections,
regular exercises, drills for a range of
disasters, surveillance for emerging
threats, stockpiling of supplies ahead of
disasters, and full engagement in regional
collaborations and coalitions.

® States should strengthen 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. To promote
healthcare readiness and ease the ability
to surge care and services, states should

also adopt policies such as the Nurse
Licensure Compact, the Interstate Medical
Licensure Compact, the Recognition of EMS
Personnel Licensure Interstate CompAct,?**
the Uniform Emergency Volunteer

Health Practitioners Act,?'? emergency
prescription refill laws and protocols,

and implementation and education of
providers regarding crisis standards of

care guidelines.?**214 State and healthcare
leaders must take crisis standards of care
planning and implementation seriously

and ensure transparency for healthcare
providers who must make decisions in
constrained conditions. Jurisdictions must
ensure equitable application of crisis
standards of care so as not to create or
exacerbate disparities.
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Priority Area 7: Prepare for Environmental Threats and

Extreme Weather

When a freight train carrying hazardous

materials derailed in East Palestine, Ohio,

in February 2023, the environmental
disaster that followed required a
multiagency response to address the
health and environmental impacts in
both the near- and long-term. Climate
change, environmental hazards, and
extreme weather pose serious and

growing threats to human health.

According to a 2020 report by TFAH and
the Johns Hopkins Bloomberg School of
Public Health, many of the states most

at risk from climate change impacts are
also the least prepared to deal with them.
Environmental health involves detecting
and protecting people from hazardous
conditions in air, water, food, and other
settings, and it is therefore a critical

component of the nation’s health security.

RECOMMENDATIONS FOR FEDERAL AND STATE GOVERNMENT:

® Congress should increase investments
for programs that identify and mitigate
the health impacts of climate change,
environmental hazards, and extreme
weather. That includes funding HHS’s
Office of Climate Change and Health
Equity?'® to expand its work to address
the health effects of climate change and
CDC’s National Center for Environmental
Health, which oversees the Climate
and Health Program and the National
Environmental Public Health Tracking
Network. Congress should increase
funding so these programs reach all 50
states and all eligible jurisdictions.

® Congress should address the impact of

extreme heat on health. The burden of
extreme heat is not evenly distributed
across populations; older adults, young
children, those with chronic conditions,
low-income individuals, and some
communities of color face the most
risk.?16 Extreme heat can also be a
significant contributor to severe maternal
morbidity.?*” Congress should sustain

funding for multiagency efforts to address
health impacts of extreme heat, including

the National Integrated Heat Health
Information System.2*8219

® The federal government and states
should strengthen indoor air-quality
standards in public spaces. States
should enact comprehensive policies,
such as the Model State Indoor Air
Quality Act developed by the Center for
Health Security, to ensure residents
are protected from health risks such as
airborne infectious diseases and wildfire
smoke.??° These policies should include
monitoring and publicly reporting indoor
air quality in facilities such as public
schools, maintaining standards for air
quality, investing to improve indoor air,
and planning for emergencies.??* Federal
agencies should also establish guidelines
for indoor air quality in public buildings
and schools and provide incentives for
retrofitting existing buildings.??2

® Congress should support sustainable

state and local vector-control programs.
As the threat and geographic distribution
of mosquitos, ticks, and other vectors
change, Congress should expand funding
for the vector-borne disease program at
CDC to support state and local capacity
to prevent and detect vector-borne
diseases, such as Zika, West Nile Virus,
and Lyme disease.



® Congress should increase investment
for the Agency for Toxic Substances and
Disease Registry. ATSDR provides critical
assistance and expertise to help federal,
state, and local entities respond to
environmental emergencies and emerging
environmental health threats; advance
on-the-ground science to address
emerging environmental health issues;
build capacity in disaster epidemiology to
better prepare for and respond to public
health emergencies; provide unique
expertise and training regarding radiation
exposure and radiological and nuclear
events; and ensure that the nation has a
strong and knowledgeable environmental
health workforce now and in the future.

® The administration, Congress, and states
should safeguard clean water for all U.S.
residents, particularly after disasters.
The administration and Congress should
protect and strengthen the Clean Water

Rule, which includes measures to ensure
a safe water supply, such as addressing
the ongoing problem of lead, per- and
polyfluoroalkyl substances, and algal
toxins in drinking water; taking steps

to reduce the potential for waterborne
illnesses; and increasing protection
against potential acts of terrorism on
America’s drinking and agricultural water
systems. Federal and state lawmakers
should continue to invest in upgrading
water and wastewater infrastructure to
protect safe drinking water, particularly in
the face of extreme weather and flooding.
All states should include water security
and wastewater management in their
preparedness plans, and they should build
relationships among health departments
and local environmental and water
agencies. CDC should include national
guidance and metrics for planning for a
range of water-related crises.

RECOMMENDATIONS FOR STATE AND LOCAL GOVERNMENT:

® Every state should develop a
comprehensive climate vulnerability
assessment and adaptation plan,
integrating public health in line with
CDC'’s Building Resilience Against
Climate Effects (BRACE) framework. This
calls for collaboration between public
health and environmental agencies at
both state and local levels to monitor
climate-related health risks, manage
them effectively, and communicate
appropriately. It is crucial for states and
localities to identify additional capacities
needed, especially for populations and

communities that are at heightened
risk. Completing all steps of the BRACE
framework, including the implementation
of evidence-based interventions to
safeguard residents, is essential. State
and local public health officials should
also weave environmental health
considerations into their emergency
operations planning and incident
command systems. As interventions are
put into practice, continuous evaluation
and quality improvement should be
prioritized to ensure their effectiveness.

TFAH < tfah.org

61



=
=
e
~
Q
el
Z
@
ju—
=
&
—
a
e
>
—
&
e
=
~=
O
~
—
2
>
Z
O
N
—
7
>
5
Q
g3l
(0p]

HITVAH DIT9dNd YO[VIN S.£608 10 MAIAYIAO NV ‘MAIATI NI IVAX 'V XIANAIdV

APPENDIX A

Ready or Not
2024

Year in Review: An Overview
of 2023’s Major Public Health
Emergencies, Threats, Reports,

and Strategies

Infectious Disease Outbreaks and Control

Bird Flu

Avian influenza was confirmed in
commercial and backyard bird flocks
during 2022, and 2023, accounting
for approximately 81 million domestic
cases in poultry. There was one
reported case of bird flu in humans in
the United States.??®

Cholera

An outbreak of Cholera in Hatiti in

the fall of 2022 and into 2023 included
20,000 suspected cases.” In addition,
Malawi, a small nation in southern
Africa, experienced over 28,000 cholera
infections and at least 900 deaths in
2022 and 2023 after coming close to
eradicating the disease in prior years.
UNICEF warned that Malawi’s outbreak
could intensify without immediate

help from the global community.**
The death rate was particularly high
because the country’s hospitals lacked
basic supplies and many people sought
medical help only after they were
seriously il1.22° In March, the WHO
and UNICEF announced the launch
of a cholera vaccination campaign in
parts of northwestern Syria that were
devastated by recent earthquakes.*’

Congenital Syphilis

U.S. syphilis cases in newborns
(congenital syphilis) were 10 times
higher in 2022 than in 2012, according
to CDC data. CDC attributes the
increase to higher rates of syphilis

among women of reproductive age

and limited availability to prenatal care
and treatment services. Lack of timely
testing and treatment during pregnancy
contributed to 88 percent of new cases

of congenital syphilis 2%

COVID-19

Through September 2023, the total
number of COVID-19 U.S. deaths
exceeded 1.1 million. The number

of deaths was highest among people

85 years and older.”* Among racial
groups, Indigenous Americans had the
highest COVID-19 mortality rates.?*

Dengue

Worldwide, cases of dengue numbered
over 6 million and lead to over 6,000
deaths.?®!

Ebola
Officials in Uganda reported dealing

with and closing a four-month
outbreak of a rare strain of Ebola.
During the outbreak, approximately
142 people were infected and at least
55 people died.?*

Locally Acquired Malaria

Ten cases of locally acquired mosquito
transmitted malaria were reported in
Arkansas, Florida, Maryland, and Texas.
Typically, malaria cases in the United
States are diagnosed in people who
have traveled to places where malaria is
widespread.? Affected states stepped
up mitigation and surveillance efforts,

with assistance from CDC.?**



Marburg Virus

Outbreaks of Marburg virus were
reported in Equatorial Guinea and

Tanzania.?®

Measles

Worldwide, measles cases increased

by an estimated 18 percent in 2022,
numbering 9 million cases and 136,200
deaths, mostly among children.
OQutbreaks occurred in 37 countries,
including nations in Africa, the
Mediterranean, and Southeast Asia.*¢ In
the United States, a measles outbreak in
Ohio in November and December 2022
infected 85 children, all of whom were
not fully vaccinated. The outbreak did
not result in any deaths, but 36 of the
children required hospitalization.*” As
of November 2023, 41 measles outbreaks
were reported nationwide, down from
the 121 cases reported in 2022.%%

Mpox

Since the start of the U.S. Mpox
outbreak (summer 2022) and through
May 2023, there have been 30,395
confirmed cases and 42 associated
deaths. Vaccine outreach programs led
to 37 percent first-dose coverage and

23 percent second-dose coverage in the
at-risk population. Vaccine effectiveness
is estimated to be 70 to 86 percent.?’
Research reported by CDC in December
found that while the primary mode

of Mpox transmission continues to

be sexual contact, a limited number

of cases due to close but non-sexual

contact have occurred.?*

Polio

According to the World Health
Organization (WHO), only 11 cases

of polio (wild type 1 poliovirus) were
reported worldwide between May 2022
and May 2023, five in Pakistan and six
in Afghanistan.?*! CDC reports that in

order for Pakistan to fully eradicate
polio, it needs to identify children who
have not been vaccinated, especially

in areas of the country experiencing
political conflict.?®? According to

CDC, full polio eradication requires
international commitment to
vaccinating every child and rapid

response to polio outbreaks.

Rocky Mountain Spotted Fever

During the latter half of the year, five
cases of Rocky Mountain Spotted Fever
were diagnosed in the United States

in people who had traveled to Tecate,
Baja California. Three of the known five

cases resulted in death.?®

Seasonal Flu

During the 2023- 2024 flu season through
early February 2024, CDC estimates that
in the U.S. there were at least 20 million
flu illnesses, approximately 230,000 flu
hospitalizations, and 14,000 flu deaths.**

Tick-borne lliness

Tick-borne illness in the United States
is up by 25 percent since 2011. That
includes babesiosis, a rare illness

reported throughout the country.?

Tuberculosis

There were approximately 8,300 cases

of tuberculosis nationwide in 2022, a 6
percent increase over 2021. New York
City experienced about 500 cases of
tuberculosis during 2022, a roughly

1.3 percent increase over 2021.2*° In
addition, tuberculosis caused more
deaths worldwide in 2022 than any other
infectious disease except COVID-19.2%7

West Nile Virus

West Nile virus is the most common
mosquito-borne disease in the United
States with about 3,000 cases reported
in 2021.24
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COVID-19 RESPONSE, IMPACTS, RACIAL AND ETHNIC DISPARITIES

® Hospitalizations and deaths due to
COVID-19 dropped considerably during
2023 after peaking in 2022. In January
2022, weekly COVID-19 related deaths
numbered over 21,000, by January
2023 that number dropped to under
4,000. During the summer of 2023,
weekly deaths dropped to under 600
but increased to approximately 1,900
per week in December.?4°

® According to CDC data, one in three
U.S. households used free at-home
COVID-19 tests, and 60 percent of U.S.
households ordered the free tests at
some point during the pandemic. Use
of the free at-home tests was higher
among Black and Hispanic people than
among white people.?s°

® According to CDC, 53 jurisdictions across

the United States used wastewater
surveillance to monitor COVID-19
circulation during the pandemic, and
many jurisdictions have increased
capacity to test for additional respiratory
viruses via wastewater monitoring.?%*

Health Impacts and Racial

Disparities

® During the three years of the acute
phase of the pandemic, over 1.1
million Americans died due to COVID-
19. Overall COVID-19 death rates
were highest among men, people
over 85 years of age, and American
Indian and Alaska Native people.??
An observational study found that
American Indian and Alaska Native
people were three times more likely
to become severely ill if infected with
COVID-19 than were their white or
Hispanic peers and they had double
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the risk of in-hospital death despite
being younger and having less
chronic disease.?°3

® About 60 percent of patients who were
hospitalized due to COVID-19 showed
abnormalities in multiple organs
six months after the infection as
compared with 27 percent for patients
who never got COVID.2%4

® CDC estimates that approximately
61 million measles vaccinations
were missed between 2020 and
2022, increasing the risk of measles
outbreaks worldwide.?®® In addition,
according to a CDC/WHO report,
missed childhood vaccinations
during the pandemic has led to large
outbreaks of childhood diseases
worldwide. The report estimates that
during the pandemic more than 60
million children missed initial doses of
routine childhood vaccinations. These
“zero-dose” children account for about
half of all child deaths from vaccine-
preventable disease.?®¢

® The National Cancer Institute estimates
that about 9.4 million routine cancer
screenings (for breast, colorectal, and
prostate cancer) were missed in 2020
due to the pandemic.?®” A second study
found that early-stage cancer diagnoses
were down by about 15 percent during
the first year of the pandemic.2%®

® A study of over 350,000 people
hospitalized due to COVID-19 found
higher rates of severe illness among
Hispanic, Black, and American Indian
and Alaska Native people persisted
even once the COVID-19 vaccine

was widely available. However, the
vaccine did narrow the difference in
hospitalization rates between white
people and people of color. The study
authors conclude that employing
strategies to ensure equitable access
to COVID-19 vaccination and treatment
remains important.2s°

® Two new reports, published by CDC’s

National Center for Health Statistics,
found that, in 2022, 6.9 percent of
adults—equivalent to about 18 million
Americans—reported ever having Long
COVID while 3.4 percent—about 8.8
million—said they currently had the
condition. Four out of five people who
had Long COVID reported having trouble
completing day-to-day activities.?%°
Rates of Long COVID were higher among
Black and Hispanic people than they
were for whites.?%* One in four adults
with Long COVID reported “significant
activity limitations.”?%? Research shows
that patients over age 40, those with
existing health problems, and those who
had severe COVID-19 infections were at
higher risk for developing Long COVID.

If people were vaccinated, they were at
lower risk of developing Long COVID.253

® HHS launched the Office of Long COVID

Research and Practice in 2023 to
coordinate the whole-of-government
response to longer-term effects of
COVID-19.264

® Rates of new cases of type 2 diabetes

increased by 62 percent among U.S.
youth once the pandemic began, with
increases highest among Black and
Hispanic children.?®®



Vaccines and Immunizations

Researchers at the University of
Southern California and Brown
University estimate that the COVID-
19 vaccine averted 2.4 million excess
deaths worldwide by August 2021
and would have prevented 670,000
additional deaths if the vaccine was

more equitably distributed.?*®

A November 2023 CDC Morbidity

and Mortality Weekly Report analyzed
coverage with selected vaccines

and exemption from school

vaccine requirements among U.S.
kindergarteners for the 2022-2023
school year. The report found that
vaccination coverage among children
in kindergarten (93 percent) remains
lower than the pre-pandemic level
(95 percent), while vaccination
exemptions increased to 3 percent, the
highest vaccination exemption rate
ever reported in the United States.

A 93 percent coverage rate leaves
approximately 250,000 kindergarten
students unprotected against
preventative childhood diseases
including measles, mumps, and

rubella.?”

Overall vaccination coverage for children
up to 2 years of age remains high for those
born in 2019 and 2020, but disparities
exist. Children of families living at or
above the poverty line had higher rates
of immunization as did children covered
only by private insurance. Children in
urban areas are vaccinated at higher rates
than children in rural areas, and white
children had higher rates than Black,
Hispanic, and American Indian /Alaska

Native children.?®

During the year, the Food and Drug
Administration approved a number

of vaccines to protect against RSV. It
approved Arexvy and Abrysvo for use

by adults 60 years and older. Abrysvo is
also recommended for use by pregnant
people. For infants younger than eight
months who were born shortly before

or are entering their first RSV season, a
different product was approved for use
under certain circumstances - nirsevimab
(monoclonal Ab). For children 8 through
19 months at increased risk and entering
their second season, nirsevimab is also

recommended.?®

Data from CDC’s National
Immunization Survey of teens showed
that immunization against HPV in teens
was flat or declined during the pandemic
for the first time since 2013.%

The introduction of the rubella vaccine
to countries in WHO’s South-East Asia
region increased rubella vaccination
from 12 percent in 2013 to a high of 93
percent in 2019. Rubella infection has

declined by 80 percent in the region.*”!

During the year, the U.S. government
transitioned coverage of the costs of
COVID-19 countermeasures, including
vaccines, to public and private payers.*
In September, the Department of
Health and Human Services (HHS)
launched the Bridge Access Program
for COVID-19 vaccines and treatments.
Administered through CDC, the
program created public-private
partnerships to ensure access to COVID
vaccines and treatments for people

without health insurance.?”
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Drug Development/Medical
Countermeasures

The Administration for Strategic
Preparedness and Response (ASPR)
announced $500 million in new
funding for three phase 2b clinical
trials for “next generation” vaccines
and numerous therapeutics designed
to respond to new COVID variants,
reducing transmission and infections.
The funding is part of the Biden-Harris
administration’s $5 billion Project
NextGen. The effort will be overseen
by ASPR and the Biomedical Advanced

Research and Development Authority.?”

A'WHO report found that there are only
27 new antibiotics for the most serious
infections were in clinical trials. In
contrast, over 1,300 cancer drugs were
in clinical trials during the same period.
According to WHO, a small number of
the antibiotics now in testing will be able

to target the most resistant bacteria.*

In October, HHS announced an
agreement with Pfizer to ensure access

to the antiviral Paxlovid as the drug

is transitioned into the commercial
market. The federal government has
purchased tens of millions of doses of the
medicine at a discounted price, and Pfizer
has agreed to provide an additional 1

million treatment courses to the ASPR.?7

Some drugs, including some cancer
drugs, were in short supply during the
year. Some experts believe the supply
issues have been created in part by
problems with the pharmaceutical
supply chain and with issues created

as drugs transition to generic status.

In response, the Biden-Harris
administration has created a work

group to study the issue.?”

In November, FDA announced
approval of a single-shot vaccine to
prevent the chikungunya virus. The
vaccine is the first preventative shot for
a mosquito-borne disease to be FDA
approved. It was approved for use by
people 18 years and older at increased

risk of exposure to the virus.?”

Foodborne lliness

During 2023, CDC investigated
suspected salmonella outbreaks

in cantaloupes, onions, flour, raw
cookie dough, and ground beef.?”” In
December, granola bars and cereals
sold in all 50 states were recalled by
the manufacturer due to possible

salmonella contamination.?®

Additional outbreaks were investigated
due to listeria monocytogenes in
peaches, nectarines, plums, ice cream,
and leafy greens. A suspected hepatitis
A outbreak in frozen strawberries was
also investigated.®! According to CDC,
approximately 48 million people across
the United States are sickened by a

foodborne illness annually.??

High lead levels in children’s blood were
reported in multiple states in October
and November, leading to an FDA
investigation, a CDC health advisory, and
amanufacturer’s recall of cinnamon-
containing applesauce in pouches
products.?* In December, FDA reported
that it was investigating whether the

product was intentionally contaminated.?*



Severe Weather and Natural Disasters

In 2023, the United States experienced 28
weather-related disasters that each caused
at least $1 billion in damage, a record

number of such high-impact events.*®

Drought

As of November, 31 percent of the
United States, including Puerto Rico,
was experiencing drought conditions,

impacting over 96 million people.?*

Flooding

Intense rain and flooding, sometimes
referred to as atmospheric rivers,
poured approximately 24 trillion
gallons of water onto California
between December 2022 and January
2023, causing widespread flooding

and landslides and an estimated $4.6
billion in damage.*" In July, flash floods
swamped parts of Vermont, New York,

Pennsylvania, and Connecticut.?*®

Heat

Extreme heat reached levels never
before recorded during the year.

In August, an estimated 57 million
people living in the South, Southwest
and Pacific Northwest regions of the
country were under an excessive heat
warning, and an additional 54 million
people were under a heat advisory.*
The Phoenix area experienced 54
days of temperatures of 110 degrees.*”
According to the National Oceanic and
Atmospheric Administration, September
2023 was the warmest September on
record,*" and climate scientists report
“with near certainty” that 2023 will be

the warmest year on record.?”?

Global temperatures between November
2022 and October 2023 were the hottest
ever recorded for a one-year period
according to a report by Climate Central.

In 170 countries, mean temperatures

during the one-year period were higher
than 30-year norms and exposed 7.8

billion people to above average heat.?”

Hurricanes

The 2023 Atlantic hurricane season
included 20 named storms and ranked
as the fourth most active year for
named storms since 1950.2* In August,
hurricane Idalia hit Florida’s northwest
coast and parts of Georgia causing $2.5

billion in damage.?%

Tornadoes

During the first quarter of the year, the
United States experienced its third most
active months of tornado activity going
back seven decades.?”® Between January
and February, 220 tornadoes were
reported. In January, a tornado carved an
82-mile path across the state of Alabama,
one of the longest in state history. It was
one of 14 tornadoes to touch down in
the state on January 12. Also, between
January and March, 49 tornadoes

were reported within the state.*” In
Tennessee, multiple tornadoes on
March 31 and April 1 caused 15 deaths

and massive damage.?*® In March, 14

tornadoes touched down in the central
and southern regions of Oklahoma.? In
December, tornadoes struck Tennessee
again, leading to six deaths and dozens

of injuries.*”

Wildfires and Smoke

In June, smoke from wildfires in
Canada effected air quality across the
Mid-Atlantic region, parts of the south
and into Minnesota and Indiana.
Particulate matter from the smoke led
to air that was dangerous to breathe

in many places and created an orange
haze in New York City**! Asthma-related
emergency department visits were 17
percent higher than would be typical
as measured during the 19 days of the

wildfire smoke event.??

In August, wildfires accelerated by
strong winds and drought devasted

the town of Lahaina on Maui, Hawaii,
causing a known 100 deaths and an
estimated $5.6 billion in damage. It was
the nation’s deadliest wildfire in over
100 years.**
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Reports, Studies, Strategies, Legislation, Funding

Investments and Convenings

Challenges to Public Health Authorities

As of March 2023, at least 30 states

had passed laws since 2020 that limit
public health authority, according to a
Washington Post analysis of laws collected
by Kaiser Health News and the Associated
Press as well as the Association of State
and Territorial Health Officials, and the
Center for Public Health Law Research
at Temple University. Health officials and
governors in more than half the country
are now restricted from issuing mask
mandates, school closures, and other
protective measures, or they must seek
permission from their state legislatures
before renewing emergency orders, the

analysis showed.*"

According to a review of state laws
intended to limit public health
authorities, conducted by the Center
for Public Health Law Research at the
Temple University Beasley School of
Law, between January of 2021 and

May 2022, state legislators introduced
1,631 bills to change the scope or levers
of public health and /or emergency
response authorities during the
reviewed timeframe. Approximately 12

percent of the bills were enacted.’®

Environmental Health and Climate
Change

The White House Summit on
Improving Indoor Air Quality, held in
October 2022, identified a number of
steps businesses, organizations, and
schools should take to improve indoor
air quality, including actions outlined in
the Clean Air in Buildings Challenge.*®

In January, the Center for American
Progress published an issue brief, “How
the Office of Climate Change and Health
Equity Can Respond to the Health Threats
of the Climate Crisis.” The resource

examines how the Office of Climate
Change and Health Equity (OCCHE) can
provide the linkages needed to harness
and align resources, leverage authorities,
and coordinate expertise across HHS
and the federal government in order to
protect the nation’s health from risks of

climate change.®”

The Federal Emergency Management
Agency released the first Community
Disaster Resilience Zones designation
for 483 areas in 50 states and DC.?* This
designation aims to build community
resilience by driving resources to
communities at most risk of natural
hazards and in most need of resilience-

related activities.

In April, Environmental Health Sciences,
Beyond Plastics, and the Plastic Pollution
Coalition reported on health risks
associated with the use of PVC plastic in
pipes that deliver water and called on
public officials to stop using the material

in community water systems.*"

In May, CDC announced its
recommendation that buildings aim
for at least five air changes per hour to

improve ventilation.*

A study published in July suggests that
so-called “100-year floods” will happen
every year in many coastal communities
by the end of this century due to rising

sea levels.?!!

In September, the Biden-Harris
administration released the National
Climate Resilience Framework, which
identifies key values, priorities, and
objectives to create and expand
community-driven climate-resilience
strategies across the nation.*? In
addition, the White House Interagency
Working Group on Extreme Heat began



work with the National Integrated Heat
Health Information System to develop
a National Heat Strategy centered on

environmental justice.*?

The October Climate and Health

Outlook from the HHS Office of Climate
Change and Health Equity (OCCHE)
explored the climate-related health
hazards of heat, wildfire, drought, and
hurricanes and provided information on
how to reduce health risks associated with
each. It also featured findings from new
research on heat-related illness increasing
among veterans as well as an association
between peat bog wildfire smoke and
cardiopulmonary emergency department
visits. OCCHE has a portal with
interactive maps of county-level data on
these climate hazards and individual-level

risk factors for health impacts.®'

The 2023 Global Report of the Lancet
Countdown reported that lack of

action on the climate is a serious and
growing threat to health and called

for immediate action to address the
causes of climate change and to support

adaptation programs.®'s

Areport authored by EcoAmerica,
Climate for Health, and the American
Psychological Association concluded
that the impacts of climate change
intersect with and compound other
factors in children’s lives creating
mental health risks for young people.
The report found that climate events
can create immediate trauma and stress
in children’s lives and can intersect with
other challenges to a child’s well-being,
such a poverty or housing insecurity, to

create long-term negative effects.*®

In October, the American Society
of Heating, Refrigerating and Air
Conditioning Engineers (ASHRAE)
adopted an airborne infection risk
mitigation standard for buildings.
ASHRAE Standard 241, Control

of Infectious Aerosols “establishes
minimum requirements to reduce

the risk of disease transmission by
exposure to infectious aerosols in new
buildings, existing buildings, and major
renovations.” The standard includes
infection risk-management mode,
requirements for equivalent clean
airflow rate, requirements for use of
filtration and air cleaning technology,

and planning and commissioning.*"’

In November, the Biden-Harris
administration released the Fifth
National Climate Assessment, which
provided a review of the current and
future impacts of climate change.
According to the report, the impacts
of climate change are growing at

an unprecedented rate, all regions
of the country are at risk due to
climate change, and the current
level of investment to address those
risks is “insufficient.” The report
concluded that the changing climate
will have “profound negative effects
on human health,” especially for
communities impacted by systemic
discrimination. The Assessment
also noted growing evidence of the
effects of climate change on mental
and emotional health.3®

The UN Climate Change Conference
(COP28) was held November 30—
December 12 in the United Arab
Emirates. The conference brought
countries throughout the world together
to address the threats of climate change.
At the close of the two-week conference,
the nearly 200 nations in attendance
reached an agreement on a plan to
triple renewable energy capacity and
double energy efficiency by 2030, in
order to transition the world away from

dependence on fossil fuels.?"
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Health Equity

Atlantic hurricanes have been more
lethal, and they disproportionately
impact socially vulnerable groups,
including older adults, Indigenous
communities, and Black and Brown
people, according to a study published
in August by Science Advances.*®

An August University of Houston

study found that pharmacy closures
disproportionately impact underserved
communities leading to greater health
disparities, including disparities in

access to medications and vaccines.??!

An early draft of a global pandemic
agreement calls on governments to
reserve drugs and vaccines for WHO to
distribute in poorer countries to avoid
a repeat of the “catastrophic failure”
during the COVID-19 pandemic. The
draft proposal includes a measure

to reserve 20 percent of any tests,
vaccines, or treatments for use in
poorer countries. The draft also states
that intellectual property rights should
be waived during pandemics, to allow
for wider and faster access to life-saving

drugs and vaccines.*®

In April, WHO launched the Health
Inequity Data Repository. The project
is designed to be a comprehensive,
global repository of publicly available
disaggregated data on population

health and determinants.??®

Infectious Disease Prevention and
Preparedness/Immunization

In its World Disasters Report 2022
released on January 30, 2023, the
International Federation of the Red
Cross and Red Crescent Societies wrote,
“[A]ll countries remain dangerously
unprepared for future outbreaks”
despite COVID-19 killing more people
than any earthquake, drought, or

hurricane in history. The report said

that countries need to invest more in

the readiness of local communities.?**

In a January op-ed in The Washington Post,
Lawrence H. Summers, Robert Hecht,
and Shan Soe-Lin wrote: “Regrettably,
only $1.6 billion has been committed to
the Global Pandemic Fund by more than
20 governments and philanthropies,
including just $250 million from the
United States. This is woefully inadequate.
A recent blue-ribbon panel (on which
one of the authors served) estimates

that strengthening global capacity for
pandemic preparedness requires $20
billion to $50 billion per year.” The essay
called the $1.6 billion “a down payment”
and called for much larger contributions
from the United States and other wealthy
nations. The authors also said that the
increased investment must be true
increases and not taken from other global
health funding.*®

In March, four global health agencies
called for intensified action on multiple
health issues under a “One Health”
umbrella, including zoonotic disease,
antimicrobial resistance, food safety,

and the impacts of climate change.

The groups include the UN Food and
Agriculture Organization, the UN
Environment Programme, WHO, and the
World Organisation for Animal Health.?

An analysis in The Lancet Global

Health examined real-world
implementation of the 7-1-7 target (seven
days to detect a suspected disease
outbreak, one day to notify relevant
public health authorities, and seven
days to complete early response actions).
Of 41 public health events reviewed
worldwide, 22 (54 percent) met a target
of seven days to detect, 29 (71 percent)
met a target of one day to notify, and 20
(49 percent) met a target of seven days
to complete all early response actions.

Eleven (27 percent) events met the full



7-1-7 target, with some variation among
event types. The analysis found that fast
resource mobilization at the national
level enabled speedier responses. The
analysis concludes that the 7-1-7 target
is feasible and that assessment with this
framework can identify performance
improvement needs and help prioritize

national planning.*’

The PASTEUR Act (Pioneering
Antimicrobial Subscriptions to

End Upsurging Resistance Act),
reintroduced in April by a bipartisan
group of senators and representatives is
designed to support the development
of drugs that would target the most
resistant infections, encourage the
appropriate use of antibiotics, and

ensure antibiotic availability.?®®

According to a June CDC report,
restaurant employees who went to
work sick were linked to about 40
percent of food-poisoning outbreaks
with a known cause between 2017 and
2019. The report was based on a review
of 800 food-poisoning outbreaks, using
data provided by 25 state and local

health departments.?®

A modeling study conducted by a
collaboration between researchers at
WHO and the Centre for Infectious
Disease Epidemiology and Control at
the University of Hong Kong estimated
that more than 5 million antimicrobial
resistance-related deaths could occur
in WHO'’s Western Pacific Region over

the next decade.®®

The Biden-Harris administration’s

FY 2024 budget proposal has the goal

of eliminating hepatitis C from the
United States by creating a nationwide
intervention. If funded by Congress, the
five-year, $11.3 billion program would
expand testing, expand access to antiviral

drugs, and promote awareness.*!

The Protecting America from Seasonal
and Pandemic Influenza Act was
introduced by Senators Tammy
Baldwin (Wisconsin), Amy Klobuchar
(Minnesota), Richard Blumenthal
(Connecticut), and Tina Smith
(Minnesota). If adopted, the act would
modernize and strengthen the country’s
influenza vaccine development, bolster
manufacturing and the supply chain,
and improve access to and coverage of

flu testing and therapeutics.?

Public Health Infrastructure,
Preparedness and Response

A January U.S. Government
Accountability Office (GAO) report
looking at five states showed that HHS’s
distribution of federal pandemic

relief funds to support communities
disproportionately affected by COVID-
19 was often hampered by challenges,
including delays in state acceptance

of funding and hiring and workforce

resource issues.*

Also in January, the Center for
Strategic and International Studies
released its report, Building the CDC
the Country Needs. This rapid review of
CDC capabilities related to epidemic
preparedness and response outlined
steps that need to be taken to improve
CDC’s performance both within the
agency, in other parts of the federal
government, and by Congress—steps
including bolstering the agency’s
communications; improving its
operational, surge, and data capacities;
developing its workforce; and gaining

334

greater budget flexibility.

A March GAO report, Actions Needed

to Address Long-Standing Challenges,
identified shortcomings in the nation’s
biodefense preparations and made

recommendations for improvements.**
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Senator Patty Murray (Washington)
reintroduced the Public Health
Infrastructure Saves Lives Act. If
enacted, the bill would provide new and
sustained funding for state, local, tribal,
and territorial public health capacity,
public health workforce, and public
health capabilities.**

As of May 2023, CDC had awarded
$3.84 billion in Strengthening

U.S. Public Health Infrastructure,
Workforce, and Data Systems grants to
states, cities, counties, and territories.
CDC expects to award more than $4.5
billion in such grants over the five-year
grant period from 2022 to 2027.%7

In July, the White House announced
the creation of the Office of Pandemic
Preparedness and Response Policy. As a
permanent office within the Executive
Office of the President, the new team
will lead, coordinate, and implement
actions related to preparedness for
and response to biological issues and /
or pathogens that could threaten the
public’s health, including pandemic
preparedness and response. The new
office assumed duties that had been
assigned to the COVID-19 Response

Team and the Mpox Team.**

A July report, GAO Recommendations
Can Help Federal Agencies Better Prepare
for Future Public Health Emergencies,
includes recommendations based on
COVID-19 oversight reports and covers
public health preparedness, improper
payments and fraud, vulnerable

populations, distribution of response
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funding, and the pandemic’s impact on

the U.S. economy.**

An August GAO report, Public Health
Preparedness: HHS Reserve Funding

Jfor Emergencies, reviews the purpose,
availability, and use of funding for the
Public Health Emergency Fund and
the Infectious Diseases Rapid Response

Reserve Fund.?*

Also in August, the Department of
Defense (DOD) released its Biodefense
Posture Review, providing findings and
strategic guidance and suggesting
reforms necessary to ensure the DOD
can meet any challenges posed by

biological threats.*"!

The National Association of County
and City Health Officials released

its 2022 Preparedness Profile Study in
September. The study of a nationally
representative sample of local health
departments assesses public health
preparedness and identifies ways to
strengthen the public health workforce

and improve readiness.**?

The Testing Playbook for Biological
Emergencies, released in October, is
designed to give decision makers easy
access to data to inform their planning
for equitable access to testing during a
biological emergency. The playbook is a
joint project of the Pandemic Center at
the Brown University School of Public
Health, the Arizona State University
College of Health Solutions, Illumina
Ventures, and the Association of Public

Health Laboratories.*

In November, GAO published Public
Health Preparedness: Building and
Maintaining Infrastructure beyond the
COVID-19 Pandemic. The report found
that the most significant challenges to
building public health infrastructure
include the temporary nature of
public health funding, varying levels of
jurisdictional funding, and barriers to
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building the public health workforce.

In November, CDC announced updated
guidelines for the prevention and
treatment of anthrax, including best
practices for clinical management. An
estimated 20,000-100,000 anthrax cases
occur annually throughout the world.*®

CDC’s Center for Forecasting and
Outbreak Analytics launched Insight Net
in November. The network, comprising
13 funded partners and over 100
organizations in 24 states including health
departments, is designed to improve
forecasting data and analytics. It will share
data with public health decision makers,
especially at the state and local level, to
support and enhance decision making at

the earliest signs of an outbreak.*

In December, the Biden-Harris
Administration released its annual
report, Strengthening Health Security
Across the Globe: Progress and Impact of U.S.
Government Investments in Global Health
Security. The report outlined progress
toward the administration’s goal of
directly supporting at least 50 countries
by 2025 to strengthen their capabilities
to prevent, detect, and respond to

biological threats.*”
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TFAH significantly refined its methodology for the “Ready or

Not” series in 2018. For detailed information, refer to the 2019
27348

edition, “Appendix A: Methodology.

Criteria for indicators:

® Significant: Indicators must
meaningfully measure states’ readiness
for public health emergencies. The
significance was initially determined
by NHSPI through a multistage Delphi
process involving a panel of experts
and later reassessed by TFAH through

additional expert interviews.

® Broadly Relevant and Accessible:
Indicators should be universally relevant,
with timely, accessible data for all states
and the District of Columbia. TFAH
seeks to also include U.S. territories
and some federally recognized tribes
in its analyses, contingent upon the
availability of data, its potential for

sustained availability, and its relevance.

® Timely: Data for each indicator must
be regularly updated.

® Scientifically Valid: The supporting
data should be credible and rigorously

constructed.

® Nonpartisan: Indicators and their
supporting data must be free from

political biases.

TFAH aims to select a broad set of
actionable indicators with which it—and
other stakeholders, including states
themselves—can track states’ progress.
(Complete data for U.S. territories

were unavailable.) TFAH’s goal is to
maintain indicators over several years

for consistent tracking.

TFAH primarily uses National Health
Security Preparedness Index (NHSPT)
measures but includes a unique

measure of state public health funding
trends not tracked by the NHSPI.

Public Health Funding Data Collection
and Verification

TFAH surveyed state officials to

gather public health funding data.

The definition of public health
programming and services, informed by
the University of Washington’s Public
Health Activities and Services Tracking
project, includes:

® Communicable disease control (c.g.,
epidemiology, COVID-19, hepatitis,
HIV /AIDS).

® Chronic disease prevention (e.g.,

asthma, cancer, cardiovascular disease).

® Injury prevention (e.g., firearms,
motor vehicles, substance-use

disorders).

® Environmental public health (e.g.,

air and water quality, food safety).

® Maternal, child, and family health
(e.g., family planning, newborn

screening).

® Access to and linkage with clinical

care (e.g., beneficiary eligibility).

Insurance coverage programs and
inpatient clinical facilities are excluded
from TFAH’s definition.

TFAH, under the guidance of

state respondents, revised data for

the base year: FY 2022. For some
states, this was necessary to improve
comparability between the two years
when a reorganization of departmental

responsibilities occurred.
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All states and the District of Columbia
verified earlier funding data and
provided new funding data, with two

exceptions: Nevada and West Virginia.

Scoring and Tier Placements

States were grouped based on
performance across nine indicators,
with partial credit assigned to some.
States were then placed into high,
middle, or low tiers based on relative

performance.
Indicators were scored as follows:

® Adoption of the NLC: 0.5 point. No

adoption: 0 points.

® Accreditation by the PHAB and
EMAP: 0.5 point each (not accredited:
0 points).

® Change in nominal state public health
funding (increase or no change: 0.5

point; decrease: 0 points).

® A score of .25—halfway between 0
points and .5 point—was assigned to
Nevada and West Virginia, which did
not provide data for FY 2023.

® Percent of population who used a
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.

® Within one standard deviation below

the mean: 0.75 point.

® Between one and two standard

deviations below the mean: 0.5 point.

® Between two and three standard

deviations below the mean: 0.25 point.
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® More than three standard deviations

below the mean: 0 points.

® Percent of employed population who
used paid time off: 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.

® More than one standard deviation

below the mean: 0.25 point.

® Percent of people ages 6 months
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.

e Within one standard deviation below

the mean: 0.5 point.

® More than one standard deviation

below the mean: 0.25 point.

® Percent of hospitals with a top-quality
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.

® Public health laboratory has a written
plan 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 6.5 points.

TFAH placed states whose scores
ranked among the top 17 in the high-
performance tier. TFAH placed states
whose scores ranked between the

18th to 34th range in the middle tier.
TFAH placed states with scores ranked
between the 35th to 51st range 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 b5 to 6; states in the
middle tier had scores ranging from 4.5
to 4.75; and states in the low tier had
scores ranking from 3 to 4.25.

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 the state public health funding
data collection, each verified file was
systematically inspected for errors,
inconsistencies, or incompleteness.
Respondents were then contacted for

data completion or correction.
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