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Introduction

Infectious diseases, from antibiotic-resistant superbugs

to Salmonella to the seasonal flu, disrupt lives and

communities and cost the country more than $120

billion each year.!

Since the 1940s, there have been
tremendous advancements in
infectious disease prevention efforts,
vaccinations, antibiotics and other
treatments that have saved countless
lives. The successes in infectious
disease control have made it possible
for the majority of Americans to live
significantly longer lives — which
also means most Americans reach the
ages where they develop and live with
arange of chronic diseases — often
for decades. This sea change in the
health of Americans has also led to

a shift in attention and resources
toward managing and treating chronic
disease — but it is important to
remember the threat that infectious

diseases continue to pose.

Millions of Americans still contract
infectious diseases each year and,
worldwide, they are the leading cause of

death of people under the age of 60.%**

Fighting infectious disease requires
constant vigilance. Policies and
resources must be in place to allow
scientists and public health and medical
experts to have the tools they need to:
control ongoing outbreaks — such

as HIV/AIDS, bacterial infections in
hospitals and foodborne illnesses; detect
new or reemerging outbreaks — such
as Middle East Respiratory Syndrome
(MERS), whooping cough and drug-
resistant infections; and even monitor
for potential bioterrorist threats — such

as anthrax or smallpox.

Reports from the Centers for Disease
Control and Prevention (CDC), the
Institute of Medicine (IOM) and other
expert organizations have stressed the
importance of having fundamental
abilities in place to detect and control
the transmission of infectious diseases
and ensure consistent, basic levels of

protection across the country.®°

Infectious
Diseases
Policy Report

SERIES

NOILDNAOYWLNI

o
=
@
=
=<
03]
=
)
|\
S
o
©o




Protecting the country from
infectious disease threats is a
fundamental role of government,
and all Americans have the right
to basic protections no matter

where they live.

TFAH - healthyamericans.org

CDC’s Framework for Preventing
Infectious Diseases: Sustaining the
Essentials and Innovating for the Future

stresses the importance of:

® Strengthening public health funda-
mentals, including infectious disease
surveillance, laboratory detection

and epidemiologic investigations;

® Identifying and implementing
high-impact strategies — such as
vaccinations, infection control,
rapid diagnosis of disease and
optimal treatment practices — to
limit the spread of diseases and

systems to reduce the diseases

transmitted by animals or insects to

humans; and

® Developing and advancing policies
such as integrating clinical infectious
disease preventive practices into U.S.
healthcare; educating and working
with the public to understand how to
limit the spread of diseases; and work-
ing with the global health community
to quickly identify new diseases and

reduce rates of existing diseases.’

However, efforts to prevent and control
infectious diseases continue to be
hampered by outdated systems and

limited resources.

The Trust for America’s Health (TFAH) and Robert Wood
Johnson Foundation (RWJF) issued the Outbreaks: Protecting

Americans from Infectious Diseases report to examine the

country’s policies to respond to ongoing and emerging

infectious disease threats.

Government at all levels has the ability
to set policies and establish practices
based on the best science available to
better protect Americans from infec-

tious disease threats.

To help assess policies and the capacity
to protect against infectious disease out-
breaks, this report examines a range of
infectious disease concerns and a series
of 10 indicators in each state that, taken
collectively, offer a composite snapshot
of strengths and vulnerabilities as well
as a range of national and global infec-
tious disease priorities. While federal,
state and local health departments and

healthcare providers all have roles to

play, states have the primary legal juris-
diction and responsibility for the health
of their citizens.® These indicators help
illustrate the types of fundamentals that
are important to have in place not just
to prevent the spread of disease in the
first place but also to detect, diagnose

and respond to outbreaks.

In addition, fighting infectious diseases
requires more than just governmental
action, it also requires cooperative
efforts with the healthcare sector;
pharmaceutical, medical supply and
technology companies; community
groups, schools and employers; and

families and individuals.



The Outbreaks report provides the
public, policymakers and a broad and
diverse set of groups involved in public
health with an objective, nonpartisan,
independent analysis of the status of
infectious disease policies; encourages
greater transparency and accountability
of the system; and recommends ways

to assure the public health system
meets today’s needs and works across

boundaries to accomplish its goals.

The report focuses on areas with
high-priority policy concerns for
infectious disease prevention and

control, including:

I. Foundational Capabilities and
Funding for Public Health
Indicator 1: State Public Health Budgets

II. Vaccine-Preventable Diseases

Indicator 2: Whooping Cough

Vaccination of Children

Indicator 3: Human papillomavirus

(HPV) Immunization Laws

Indicator 4: Flu Vaccination Rates

III. Emerging Infectious Diseases

Indicator 5: Climate Change and

Infectious Diseases

Indicator 6: Mandatory Reporting

of Healthcare Associated Infections

IV. Emergency Outbreaks: Bioterrorism
and High-Risk New Diseases

Indicator 7: Laboratory
Capabilities for Tracking Novel

Disease Outbreaks

Indicator 8: Laboratory Capacity to

Transport Disease Samples for Testing
Indicator 9: Laboratory Capabilities
during Emergency Events or Drills
V. Foodborne and Waterborne Illnesses
VI. HIV/AIDS, Viral Hepatitis and
Tuberculosis (TB) Prevention

Indicator 10: Medicaid Coverage of
Routine Human Immunodeficiency
Virus (HIV) Screening

TFAH

+ healthyamericans.org
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MAJOR INFECTIOUS THREATS

AND KEY FINDINGS

SCORES BY STATE

8 7 6 5 4
(1 state) (8 states) (9 states & D.C.) (14 states) (10 states)

New Hampshire

Connecticut
Delaware
Minnesota
New York
North Carolina
Oregon

Rhode Island
Washington
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California Alaska Alabama
Colorado Florida Idaho

D.C. Illinois Indiana
Hawaii lowa Kansas
Maryland Louisiana Kentucky
Missouri Maine Mississippi
Pennsylvania Massachusetts North Dakota
Tennessee Michigan Ohio
Vermont New Mexico Utah

Virginia Oklahoma West Virginia

South Carolina
South Dakota
Texas
Wisconsin

Infectious disease control and prevention
is a concern in every state. Policies and
programs vary from state-to-state. This
report includes a series of 10 indicators
based on high-priority areas and concerns.
It is not a comprehensive review, but
collectively, it provides a snapshot of the
efforts that states are taking to prevent
and control infectious diseases. The
indicators were selected after consulting
with leading public health and healthcare
officials. Each state received a score
based on these 10 indicators. States

received one point for achieving an

Arizona Georgia
Arkansas Nebraska
Montana New Jersey
Nevada

Wyoming

indicator and zero points if they did not.
Zero is the lowest possible score and 10
is the highest. Scores ranged from a high
of eight in New Hampshire to a low of two
in Georgia, Nebraska and New Jersey.

Scores are not intended to serve as a
reflection of the performance of a specific
state or local health department, since
they reflect a much broader context, includ-
ing resources, policy environments and the
health status of a community, so many of
the indicators are impacted by factors be-
yond the direct control of health officials.



® The Flu: An average of 62 million — or 20
percent of — Americans get the seasonal
flu each year. Between 3,000 and 49,000
Americans die each year from the flu and
226,000 are hospitalized, leading to eco-
nomic losses of more than $10 billion in
direct medical expenses and more than
$16 billion in lost earnings.®*° Experts
also warn that flu pandemics — novel
strains of the flu virus that humans have
little-to-no immunity against — emerge
three to four times a century.** Only 41.5
percent of adults were vaccinated against
the flu last year, and only 72.0 percent of
healthcare workers were vaccinated.*?

® Only 12 states vaccinated at least half
of their population (ages 6 months and

older) for the seasonal flu in 2012.

® Whooping Cough, Measles: Childhood
vaccinations prevent an estimated 14
million cases of disease and save $9.9
billion in direct healthcare costs and $33.4
billion in indirect costs for each birth
cohort vaccinated. More than 2 million
children under the age of 3 do not receive
all recommended vaccinations, leaving
them vulnerable for preventable diseases
like measles and whooping cough, which
have both experienced recent resurgences

in areas of the United States.

® Only two states and Washington, D.C. meet
the U.S. Department of Health and Human
Services (HHS) goal of vaccinating 90
percent of young children — ages 19- to

35-months old — against whooping cough.

© Human Papillomavirus and Cervical
Cancer: 79 million Americans carry HPV,
which leads to 20,000 new cases of
cancer in women and 12,000 in men each
year.'3 Only 33 percent of female teens
receive the recommended vaccinations to

help prevent HPV and thus cervical cancer.

® Only 25 states and Washington, D.C.
require the HPV vaccine for teens or
fund HPV vaccination efforts or educate

the public about the HPV vaccine.

Emerging and Re-emerging Threats:
Since 2012, CDC and global health
agencies have been tracking two
serious new threats: As of October 25,
2013, there have been 136 confirmed
cases of a new strain of the flu —
H7N?9, first reported in China — which
has led to 45 deaths (as of November
2013), and as of November 12, 2013,
153 cases (42 percent fatal) in nine
countries of the new MERS coronavirus.
In the United States in recent years,
CDC and state and local health officials
have been tracking a number of re-
emerging infectious diseases, including
the largest outbreak of West Nile Virus
(WNV) since 2003 and the highest rates
of malaria cases in the United States
since 1970 (1,925 cases in 2011).
Climate change, increased international
travel and increased food imports are
some factors that contribute to the rise
of new diseases or the re-emergence of
diseases that were thought to be largely
under control. As of 2000, World Health
Organization (WHO) had identified more
than 200 new diseases that were

first spread to humans by animals

or insects, including severe acute
respiratory syndrome (SARS), pandemic
flu and HIV/AIDS.**

® Only 15 states have completed
climate change adaptation plans,
which includes understanding
and planning for the changing
risk for emerging and re-emerging
infectious diseases due to changing

temperatures and weather patterns.

MAJOR INFECTIOUS THREATS
AND KEY FINDINGS

20 percent of Americans get the seasonal
flu each year.

Only 33 percent of female teens receive
the recommended vaccinations to help
prevent Human Papillomavirus (HPV)

TFAH - healthyamericans.org
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MAJOR INFECTIOUS THREATS AND KEY FINDINGS

® Healthcare-Associated Infections (HAls):
Approximately one out of every 20 hospi-
talized patients will contract an HAI. Risk
of infection increases if a person is hav-
ing invasive surgery, if they have a vein or
bladder catheter, if they are on a ventilator
or are on a prolonged course of antibiot-
ics. There were an estimated 98,987
deaths due to HAls in 2002, the last year
an official estimate was released.

® Only 35 states and Washington, D.C.
require that healthcare facilities in their
state report healthcare-associated infec-
tions to CDC’s National Healthcare Safety
Network (NHSN) or another system.

® Superbugs/Antibiotic Resistance: CDC

has identified 18 priority strains of infec-
tions that are resistant to treatment by
antibiotics — ranging from diseases as
commonplace as strep throat and ear infec-
tions to tuberculosis (TB) and Salmonella to
Methicillin-resistant Staphylococcus aureus
(MRSA) and other healthcare-associated
infections. Each year more than two million
Americans develop antibiotic-resistant infec-
tions, and at least 23,000 of these individu-
als die as a result. These are considered
to be very conservative estimates, since
current surveillance and data collection
capabilities cannot capture the full burden.
Antibiotic resistance leads to more than
eight million extra days Americans spend in
the hospital a year and costs the country an
extra $20 billion in direct medical costs and
at least $35 billion in lost productivity. The
number of antibiotics currently prescribed
for humans per year in the United States is

enough to treat four out of five Americans.

® Kentucky had the highest rate of
antibiotics prescribed per person,
Alaska had the lowest, as of 2010.

TFAH - healthyamericans.org

® Emergency Outbreaks and Bioterrorism:
In 2001, through a deliberate act of bio-
terrorism, at least 22 Americans victims
contracted anthrax, with five people dying
from the infection. Since 2001, the coun-
try has prioritized developing strategies to
respond to major disease outbreaks and
other health emergencies, whether caused
by nature, accident or a bioterrorism.

® Only 37 state public health laboratories
and Washington, D.C. report having a plan
and capability to handle a significant surge
in testing over a six to eight week period in
response to an outbreak that increases test-

ing over 300 percent — which is what could

be needed during a major new disease out-
break. (July 1, 2012 to July 30, 2013).

® 46 state public health laboratories and
Washington, D.C. report having the
capacity in place to assure the timely
transportation (pick-up and delivery) of
samples 24,/7/365 to the appropriate
Public Health Laboratory Response Net-
work (LRN) Reference Laboratory in the
last year (July 1, 2012 to July 30, 2013).

® Only 27 state public health laboratories
reported evaluating the functionality
of their Continuity of Operations Plan
(COOP) via a real event or an exercise
last year (July 1, 2012 to July 30, 2013).

Contribution of Different Food Categories to Estimated
Domestically-Acquired llinesses and Deaths, 1998-2008*

Ilinesses

Produce

Meat and Poultry

Dairy and Eggs

Fish and Shellfish

60 45 30

Deaths

6.1% ()

TS MRS5S 30

Percent

45 60

*Chart does not show 5% of illnesses and 2% of deaths attributed to other commaodities. In addition, 1% of illnesses and
25% of deaths were not attributed to commodities; these were caused by pathogens not in the outbreak database, mainly

Toxoplasma and Vibrio vulnificus.

Source: Painter JA, Hoekstra RM, Ayers T, Tauxe RV, Braden CR, Angulo FJ, Griffin PM. Attribution of foodk

and deaths to food

illnesses, b

commodities by using outbreak data, United States, 1998-2008. Emerg Infect Dis [Internet]. 2013 Mar [date cited]. http://dx.doi.org/10.3201/eid1903.111866



® Foodborne and Waterborne llinesses:
More than 48 million Americans suffer
from foodborne ilinesses each year.
These illnesses result in 128,000
hospitalizations and around 3,000
deaths. In addition, more than 4,100
persons become ill from contaminated
drinking water and more than 13,000
persons become ill from recreational
water disease outbreaks annually in the
United States.!5 16

® The leading pathogen responsible for
foodborne illness is Norovirus, while
Salmonella is the leading cause of

hospitalization and death.'”

® Produce (a combination of six plant
food categories) is the top cause
of illness, while meat and poultry
(a combination of four animal food
categories) are the top causes of
death.1®

® HIV/AIDS: More than 1.1 million

Americans are living with HIV/AIDS,
and almost one in five do not know
they are infected. Since the epidemic
began more than 636,000 Americans
have died from AIDS.*® There is an
alarming increase in new infections
among gay men — accounting for the
majority of the nearly 50,000 new HIV
diagnoses in 2011.2°

® Only 33 states and Washington, D.C.
cover routine HIV screening under
their Medicaid programs. Knowing
HIV-status is important to help get
individuals into treatment and stop the

spread of the disease.

® Hepatitis B Virus (HBV) and C (HCV):
Around 5 million Americans have HBV or
HCV, but between 65 and 75 percent do
not know they have it. HBV and HCV put
people at risk for developing serious liver
diseases and cancer. Two-thirds of Ameri-
cans infected with HCV are Baby Boomers,

and one in 10 Asian Americans has HBV.

® TB: From 1953 to 1984, tuberculosis
declined from 84,304 cases, with a rate
of 52.6 per 100,000 people in the United
States (the first year for which national
statistics were compiled), to 22,255
cases and a rate of 9.4 per 100,000.
However, the country experienced a TB
resurgence in the mid-1980s due to
deficient public health infrastructure,
drug-resistant TB, HIV/AIDS and changing
immigration patterns with more people
arriving from countries with a high TB
burden. Health officials responded with
improvements in treatment, case finding,
laboratory capacity and infrastructure
and cases began to decline. There were
nearly 10,000 cases of TB in the United
States in 2012 with 63 percent of these
cases occurring in persons born outside
the United States.

® Funding for Public Health: 34 states cut
funding for public health from Fiscal year
(FY) 2011 to 2012 to FY 2012 to 2013,
diminishing their capacity to respond to
infectious disease outbreaks in addition to
other public health priorities. In addition,
at a federal level, CDC'’s overall budget sus-
tained a $577 million cut from FY 2012 to
FY 2013, according to the American Public
Health Association (APHA).?*

MAJOR INFECTIOUS THREATS
AND KEY FINDINGS

Percent of people infected with Hepatitis B
or C who are unaware they are infected

65%-75%

TFAH - healthyamericans.org 9



STATE INDICATORS

(1) Increased or (2) Met the HHS goal (3) Requires the HPV (4) State vaccinated

maintained level of of vaccinating at least g = atileastinalbofitholr

. . funds HPV vaccination population (ages 6
funding for public health 90 percent of 19- to
services from FY 2011-  35-month-olds against efforts or educates the  months and older) for the

N public about the HPV seasonal flu of fall 2012
12 to FY 2012-13. whooping cough. R——— to spring 2013.

Alabama v
Alaska v v

Arizona
Arkansas
California v/
Colorado v v

Connecticut v
Delaware

D.C.

Florida v
Georgia v
Hawaii v
Idaho

lllinois

Indiana

lowa v
Kansas

Kentucky

Louisiana v
Maine

Maryland v
Massachusetts

Michigan v v
Minnesota v v v
Mississippi v

Missouri v/

Montana

Nebraska v
Nevada

New Hampshire v
New Jersey

New Mexico

New York

North Carolina

North Dakota v
Ohio
Oklahoma
Oregon
Pennsylvania
Rhode Island
South Carolina
South Dakota v/ v
Tennessee v
Texas
Utah
Vermont v v/
Virginia v
Washington v v
West Virginia

Wisconsin v 4
Wyoming

Total 17 2 + D.C. 25 + D.C. 12 15 35 + D.C.

(5) State has a complete  (6) State mandates
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(10) State covers
routine HIV 2013

(7) Public health lab reports having a plan (8) Public health lab reports having the

and capability to handle a significant surge capacity in place to assure the timely e LUIELS il Gl o

the functionality of COOP via a

.in testing over a six to eight wegk period transportation (pick-up and delivery) ?f real event or exercise from July scre_ening Emd_er Total
in response to an outbreak that increases samples 24/7/365 days to the appropriate 1. 2012 to June 30, 2013, their Medicaid Score
testing over 300%. public health LRN Reference Laboratory. ’ ! programs.
Alabama 4 v 4 4
Alaska v v/ v 5
Arizona v v Ve 3
Arkansas v v 3
California v v v v 5
Colorado v v v (5}
Connecticut v v v 7
Delaware v v v v 7
D.C. v v 4 6
Florida v v v 5
Georgia 2
Hawaii v v v 4 6
Idaho v v v 4
Illinois v/ v v 5
Indiana v v 4
lowa v v 5
Kansas v/ v/ v/ 4 4
Kentucky v v v v 4
Louisiana v v v 5
Maine v 5
Maryland v v 6
Massachusetts v v 5
Michigan v v 4 5
Minnesota v v v v 6
Mississippi v v v 4
Missouri v v v v (5}
Montana 7 7 4 3
Nebraska v 2
Nevada v 3
New Hampshire v v v v 8
New Jersey v 2
New Mexico v/ v 4 5
New York v v v v 7
North Carolina v v v v 7
North Dakota v 4 4
Ohio v v v 4
Oklahoma v v 4 v 5
Oregon v v v 7
Pennsylvania v v v 6
Rhode Island v v 4 7
South Carolina v v v 5
South Dakota v v v 5
Tennessee v v v v (5}
Texas v v 5
Utah v 4
Vermont v v v (5}
Virginia v 4 v 6
Washington v v v v 7
West Virginia v v v 4
Wisconsin v v 4 5
Wyoming v v v 3
37 + D.C. 46 + D.C. 27 33 +D.C.
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GERMS HAVE NO BOUNDARIES: FEDERAL, STATE AND LOCAL PUBLIC HEALTH RESPONSIBILITIES

The nation’s public health system is
responsible for improving the health

of Americans. Public health laws
“authorize and obligate the government
to protect and advance the public’s
health,” including against threats from
infectious diseases.??> Federal, state and
local health departments have different
responsibilities and jurisdictions — and
must also work in partnership with
healthcare providers, the insurance,
pharmaceutical and medical device
industries, other areas of government and
community groups to effectively prevent
and control diseases. Policies and
programs to control infectious diseases

are particularly complex since many of the

core responsibilities are based in states,
but diseases can be spread across state

lines and around the globe.

The federal government sets national
health goals and priorities for the
country. The federal government can
track and report on information about
diseases, conduct biomedical and
prevention research, stockpile resources
to supplement state and local response
capabilities and provide technical
assistance to states and localities.>®
Federal policies can steer efforts across
the country by setting joint strategic
priorities and establishing programs
and then providing funds, often through

NOTIFIABLE DISEASES IN THE UNITED STATES

VIRAL HEMORRHAGIC FEVER

grants, to carry them out in states or local
communities. Since “communicable”
diseases pose threats to national security
and across states, Congress authorized
the tracking of infectious disease threats
starting in 1878.2* CDC, in consultation
with state, local and tribal health
departments and the Council of State
and Territorial Epidemiologists (CSTE),
establishes and routinely updates a list
of “notifiable” diseases that states are
required to report to CDC so they can be
tracked and strategies can be developed
to limit their spread.?® There are more
than 85 notifiable infectious diseases,

ranging from anthrax to yellow fever.2®

Poliovirus infection, nonparalytic

ANTHRAX &P Giardiasis

o Botulism bpeNGUE ViIRus

Novel influenza A virus infections

Streptococcal Brucellosis

GONORRHEA
EHRLICHIOSIS AND ANAPLASMOSIS

toxic-shock
syndrome

@ DIPHTHERIA 1irEcTions =3
@)

Varicella

Hantavirus

|4

Spotted Fever Rickettsiosis Hemolytic uremic £, TYPHOID FEVER pulmonary

1S

=l Influenza-associated
— pediatric mortality

(o

TFAH - healthyamericans.org

-
G
syndrome, post-diarrheal O Coccidioidomycosis ~sydrome B
=¥}

HANSEN'S <8
DISEASE Ly

(=]
C>/; Poliomyelitis, paralytic E MALARIA CHANCROID mumps ¢

measles

VIBRI0SIS \leningococcal disease : :
rubella Severe Acute Respiratory Syndrome-Associated Coronavirus Disease Legionellosis

chlamydia
trag:homatls
infection

Q fever Hepatitis C

Salmonellosis
HIV Infection

Pertussis Hepatitis A &
Tuberculosis Hepatitis B ®

©
=
®



The federal government also has
authority to isolate or quarantine
patients infected with certain diseases
when they pose a threat to others or
the national interest. This authority
derives from the Commerce Clause of
the Constitution. The U.S. Secretary
of Health and Human Services is
authorized to take measures to prevent
the entry and spread of communicable
diseases from foreign countries into
the United States and between the
states (section 361 of the Public
Health Services Act (8§42 U.S. Code
264).2" CDC has the responsibility

for implementing these functions as
deemed necessary to protect the
public. Although rare, CDC may detain,
medically examine and release persons
arriving into the United States, people
traveling between states or people who
may come into contact with others who
are traveling between states and are
suspected of carrying communicable

diseases of public concern.

Federal isolation and quarantine are
currently authorized by Executive Order
of the President for cholera, diphtheria,
infectious TB, plague, smallpox, yellow
fever, viral hemorrhagic fevers, SARS
and influenza viruses that are causing
or having the potential to cause a
pandemic.?® The President can revise
the list by Executive Order. It is the
duty of U.S. Customs and Coast Guard
officers to aid in the enforcement of

quarantine rules and regulations.?®

Breaking a federal quarantine
order is punishable by fines and

imprisonment.°

States bear most of the legal
responsibility for protecting the health,
safety and welfare of their citizens,
granted by “police power” functions.
States vary in how they are structured
and many share different degrees of
responsibility with local governments,
but still maintain the ultimate power
within their borders.®* This authority
“underlie[s] communicable disease
laws authorizing surveillance, testing,
screening, isolation and quarantine.”?
Every state has the general public
health authority to act to control
communicable diseases, but state
laws, programs and funding levels

vary significantly. For instance, some
states have very specific or very broad
quarantine laws. In most states,
breaking a quarantine law is a criminal
misdemeanor.®® Public health laws
can be controversial in terms of finding
an appropriate balance between
protecting against the risk to the
public versus the rights of an individual
or group. In most states, for most
conditions, “liberty principles” and
“informed consent” allow individuals
to decide whether to treat an illness
they may have, but this may then lead
to required isolation for a patient if the
disease can be easily spread and pose
a danger to others.3*

TFAH - healthyamericans.org
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U.S. infectious disease control
strategies are complicated not just by
interstate travel, but by international
travel and immigration. In many cases,
people carrying diseases are often

not identified when crossing borders.
Individuals may have an infection

or illness but are not aware of it or
they may have not developed severe
enough symptoms to warrant special
notice or attention. And, even in cases
where a patient suspected of having

a dangerous infectious disease has
been identified, carrying out quarantine
and isolation laws in a timely manner
and across different jurisdictions

can present a challenge. Disease
outbreaks anywhere around the world,
therefore, are of concern to every other

every nation.

TFAH - healthyamericans.org

WHO revised a set of International
Health Regulations (IHR) in 2005 in
the wake of the outbreak of a new
deadly disease called SARS to help
improve global disease surveillance
and detection and encourage the
adoption of stronger standardized
disease control policies worldwide.3°
IHR sets standards for and requires
notification to WHO of any “public health
emergency of international concern,”
or of any significant evidence of public
health risks outside their territory that
may lead to or cause the international
spread of disease. More than 190

nations have signed onto the IHR.3®

Even with laws in place, infectious
disease prevention and control policies
can have major challenges in practice.
For instance, the ability of different

nations to effectively detect and monitor
diseases and to institute disease control
practices varies significantly. Many
countries do not adequately fund public
health programs, have large endemic
public health crises, do not have strong
healthcare systems and do not have

a tradition of setting standards for
adopting evidence-based disease control
practices or for adopting principles of
objectivity, fairness and transparency.®”
Efforts like the WHO and CDC’s Global
Disease Detection (GDD) program help
provide some additional support to

less wealthy nations, but there is wide
variance and major gaps in public health
programs around the world to control
ongoing threats like HIV/AIDS and
malaria to the ability to quickly identify
and contain new diseases.
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Funding for Public Health and Funding

Foundational Capabilities

The ability to detect and control infectious diseases

requires having a strong, stable public health system.
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Public health departments around the country have

the unique role and responsibility for improving health
in schools, workplaces and neighborhoods, through

identifying top public health problems and developing

strategies for improvement.

Some keys to an effective 24/7 approach

to infectious disease threats include:

® Strong surveillance to be able to iden-
tify and monitor ongoing and newly

emerging infectious disease outbreaks;

® Intensive investigative capabilities
— including an expert scientific
and medical workforce and
comprehensive laboratory capabilities

— to quickly diagnose outbreaks;

® Containment strategies, including
medicines and vaccines to stop the
spread of a disease and isolate and

quarantine when necessary;

® Streamlined and effective
communication channels so health
workers can swiftly and accurately
communicate with each other, other
front line workers and the public
about 1) the nature of the disease
threat; 2) the risk of exposure and how
to seek treatment when needed; and
3) any actions they or their families

should take to protect themselves;

® A focused and effective response
strategy, including targeted
communications, to address the
concerns of atrisk populations,
such as children, the elderly and
groups or areas that are particularly

susceptible to a particular threat;

® Coordination and partnership with
the healthcare sector, to ensure
people in need have access to and
receive the best available treatment
at any stage of an outbreak —
including surge capacity for mass

outbreaks when necessary;

® An informed and involved public
that can provide material and moral
support to professional responders,
and can render aid when necessary
to friends, family, neighbors and

associates; and

® A strong research capacity to
rapidly be able to development new
vaccines or medical treatments to

counter new threats.
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Percentage of State and Territorial
Health Agencies Experiencing Reduced
Workforce Capacity and Programs,
December 2012 and Cumulatively
(since July 2008)
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Most Americans expect — and take
for granted — that federal, state and
local health departments are able to
carry out basic disease prevention
and food and water protection
programs — but, unfortunately, these
fundamental capabilities are often

hampered due to limited funds.

Public health departments at all levels
of government have been chronically
underfunded for decades.” Funding
comes through a combination of
federal, state and local dollars. Each
level of government has different,

but important responsibilities for

protecting the public’s health.

According to a 2008 analysis by The
New York Academy of Medicine
(NYAM), there was a shortfall of

$20 billion per year in spending on
federal, state and local public health.*

® At the federal level, the budget
for CDC decreased from a high of
$6.62 billion in 2005 to $6.32 billion
in 2011 (adjusted for inflation).
Between FY 2010 and FY 2012,
federal public health spending was
reduced 8 percent. In FY 2012,
federal public health spending
through CDC averaged only $19.54
per person. The amount of federal
funding ranged significantly from
state to state, with a low of $13.72
per capita in Indiana and a high of
$53.07 in Alaska. Federal funds
are distributed through a mixture
of population-based formula grant
programs, formulas based on disease

rates, and a series of competitive

grants which provide funding to
some states but not others. In most
cases, there is no officially defined
mode of coordination for targeting

or strategically focusing the funds.

® According to a 2013 report by the
Association of State and Territorial
Health Officials (ASTHO), 48 states,
three territories and Washington,
D.C. have reported budget cuts, and
91 percent of all state and territorial
health agencies (SHAs) experienced
job losses through a combination
of layoffs and attrition. SHAs have
reported cuts to programs as a
result, including to public health
hospitals and clinics; HIV/ AIDS
and STD prevention services;
disease specific programs; family
health and nutrition programs;
maternal and child health programs;
tobacco prevention and control;
immunizations; and for programs
for children with special healthcare
needs. Fifteen SHAs reported cuts
to their FY 2013 budgets.*’

® During 2012, close to one-half
(48 percent) of all local health
departments (LHDs) reduced
or eliminated services in at least
one program area. Immunization,
maternal and child health and
emergency preparedness services
were the three most affected
program areas. Since 2008, LHDs
lost almost 44,000 jobs, and 31
percent of all LHDs expect cuts in

the upcoming fiscal year.*



17 states increased or maintained public health

funding from FY 2011 to 2012 to FY 2012 to 2013
(1 point).

Alaska (14.1%)
Colorado (20.7%)
Connecticut (9.9%)
Georgia (6.0%)

lowa (1.8%)
Louisiana (2.6%)
Michigan (6.5%)
Mississippi (22.6%)
New Hampshire (8.4%)
North Dakota (32.8%)
Oregon (18.1%)
Pennsylvania (1.6%)
Rhode Island (5.3%)
South Carolina (0.9%)
Texas (2.7%)

Utah (12.6%)
Vermont (14.8%)

NOTES: Bolded states did not respond to the
data check TFAH coordinated with ASTHO that
was sent out October 24, 2013. States were
given until December 3, 2013 to confirm or
correct the information. The states that did

This indicator, adjusted for inflation, il-
lustrates a state’s commitment and ability
to provide funding for public health pro-
grams that support the infrastructure and
workforce needed to improve health in
each state, including the ability to prevent

and control infectious disease outbreaks.

Every state allocates and reports its
budget in different ways. States also
vary widely in the budget details they
provide. This makes comparisons across
states difficult. For this analysis, TFAH
examined state budgets and appropria-
tions bills for the agency, department,

or division in charge of public health
services for FY 2011 to 2012 and FY 2012
to 2013, using a definition as consistent
as possible across the two years, based
on how each state reports data. TFAH
defined “public health services” broadly
to include all state-level health spending
with the exception of Medicaid, CHIP or
comparable health coverage programs

for low-income residents.

33 states and Washington, D.C. cut public health
funding from FY 2011 to 2012 to FY 2012 to 2013
(0 points).

Alabama (-7.1%)
Arizona (-1.3%)"
Arkansas (-4.0%)*
California (-5.2%)
Delaware (-0.7%)
D.C. (-1.8%)
Florida (-8.8%)*
Hawaii (-8.2%)
Idaho (-2.3%)
Illinois (-4.0%)"
Indiana (-1.8%)
Kansas (-3.9%)"
Kentucky (-3.1%)?
Maine (-10.6%)"
Maryland (-1.1%)*
Massachusetts (-0.6%)
Minnesota (-1.2%)

Missouri (-5.3%)
Montana (-1.8%)”
Nebraska (-1.5%)”
Nevada (-0.5%)A

New Jersey (-5.2%)"
New Mexico (-1.1%)"
New York (-3.9%)

North Carolina (-17.1%)
Ohio (-2.3%)*
Oklahoma (-4.1%)
South Dakota (-1.4%)"
Tennessee (-0.9%)*
Virginia (-4.4%)"
Washington (-29.5%)"
West Virginia (-18.6%)"
Wisconsin (-1.2%)
Wyoming (-0.6%)

not reply by that date were assumed to be in
accordance with the findings.

*Budget decreased for second year in a row
ABudget decreased for third year in a row

Based on this analysis, 33 states and
Washington, D.C. made cuts in their
public health budgets. Twenty states cut
their budget for two or more years in a
row, and 16 made cuts for three or more
years in a row. The median spending

in FY 2012 to FY 2013 was $27.49 per
person, down from $33.71 in FY 2008.

Public health funding is discretionary
spending in most states and, therefore,
is at high risk for significant cuts
during economic downturns. States
rely on a combination of federal, state
and local funds to support public
health activities, including infectious
disease prevention, immunization
services and preparedness activities.
The overall infrastructure of other
public health programs supports

the ability to carry out all of their
responsibilities, which includes
infectious disease prevention,
immunization services and health

emergency preparedness.

INDICATOR 1:
STATE FUNDING

KEY FINDING: 33 states and
Washington, D.C. cut funding for
public health from FY 2011 to
2012 to FY 2012 to 2013.

It is important to note that several
states that received points for this
indicator may not have actually
increased their spending on public
health programs. The ways some states
report their budgets, for instance, by
including federal funding in the totals
or including public health dollars
within healthcare spending totals,
make it very difficult to determine

“public health” as a separate item.

This indicator is limited to examining
whether states’ public health budgets
increased or decreased, it does not
assess if the funding is adequate to
cover public health needs in the states
and it should not be interpreted as

an indicator or surrogate for a state’s

overall performance.

For additional information on the
methodology of the budget analysis,
please see Appendix D: Methodology for
Select State Indicators.

TFAH - healthyamericans.org 17
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Key Federal Infectious Disease Program Funding

CDC—INFECTIOUS DISEASES

FY 2006 FY 2007 FY 2008 FY 2009 FY 2010! FY 20112 FY 20123 FY 2013

Immunization and
Respiratory Diseases
HIV/AIDS, Viral Hepatitis,
STl and TB Prevention®

Emerging and Zoonotic
Infectious Diseases*

$519,858,000 $585,430,000 $684,634,000 $716,048,000 $721,180,000 $748,257,000 $778,947,000 $678,935,000

$963,133,000 $1,002,513,000 $1,002,130,000 $1,006,375,000 $1,118,712,000 $1,115,995,000 $1,109,934,000 $1,048,374,000

$212,165,000 $221,643,000 $217,771,000 $225,404,000 $281,174,000 $304,193,000 $304,226,000 $291,073,000

*In 2011 CDC integrated two existing nationals centers: the National Center for Preparedness, Detection, and Control of Infectious Diseases and the National Center for Zoonotic,
Vector-Borne, and Enteric Diseases to create the National Center for Emerging and Zoonotic Infectious Diseases.

\Viral Hepatitis was added in 2007

1 Includes PPHF funding for HIV/AIDS and Emerging and Zoonotic Infectious Diseases

2 Includes PPHF funding for Immunization and Respiratory Diseases, HIV/AIDS and Emerging and Zoonotic Infectious Diseases
3 Includes PPHF funding for Immunization and Respiratory Diseases, HIV/AIDS and Emerging and Zoonotic Infectious Diseases

Immunization and Respiratory Diseases

Source FY 2012-2013: http://www.cdc.gov/fmo/topic/Budget%20Information/appropriations_budget_form_pdf/FY2013_CDC_Full-Year_CR_Operating_Plan.pdf
Source FY 2009-2011: http://www.cdc.gov/fmo/topic/Budget%20Information/appropriations_budget_form_pdf/FY2014_CJ_CDC_FINAL.pdf, pg. 52

Source FY 2008: http://www.cdc.gov/fmo/topic/Budget%20Information/appropriations_budget_form_pdf/FY2013_CDC_CJ_Final.pdf, pg. 41

Source FY 2007: http://www.cdc.gov/fmo/topic/Budget%20Information/appropriations_budget_form_pdf/FY2012_CDC_CJ_Final.pdf, pg. 51

Source FY 2006: http://www.cdc.gov/fmo/topic/Budget%20Information/appropriations_budget_form_pdf/FY2011_CDC_CJ_Final.pdf, pg. 53

HIV/AIDS, Viral Hepatitis, STI and TB Prevention

Source FY 2012-2013: http://www.cdc.gov/fmo/topic/Budget%20Information/appropriations_budget_form_pdf/FY2013_CDC_Full-Year_CR_Operating_Plan.pdf
Source FY 2009-2011: http://www.cdc.gov/fmo/topic/Budget%20Information/appropriations_budget_form_pdf/FY2014_CJ_CDC_FINAL.pdf, pg. 74

Source FY 2008: http://www.cdc.gov/fmo/topic/Budget%20Information/appropriations_budget_form_pdf/FY2013_CDC_CJ_Final.pdf, pg. 60

Source FY 2007: http://www.cdc.gov/fmo/topic/Budget%20Information/appropriations_budget_form_pdf/FY2012_CDC_CJ_Final.pdf, pg. 70

Source FY 2006: http://www.cdc.gov/fmo/topic/Budget%20Information/appropriations_budget_form_pdf/FY2011_CDC_CJ_Final.pdf, pg. 73

Emerging and Zoonotic Infectious Diseases

Source FY 2012-2013: http://www.cdc.gov/fmo/topic/Budget%20Information/appropriations_budget_form_pdf/FY2013_CDC_Full-Year_CR_Operating_Plan.pdf
Source FY 2009-2011: http://www.cdc.gov/fmo/topic/Budget%20Information/appropriations_budget_form_pdf/FY2014_CJ_CDC_FINAL.pdf, pg. 108

Source FY 2006-2008: http://www.cdc.gov/fmo/topic/Budget%20Information/appropriations_budget_form_pdf/FY2011_CDC_CJ_Final.pdf, pg. 99

CDC OFFICE OF PUBLIC HEALTH PREPAREDNESS AND RESPONSE FUNDING TO