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INTRODUCTION

his is the third year that Trust for America’s Health (TFAH) has issued a

study of the nation’s public health emergency response capabilities.

The public health system is an integral part of the nation’s disaster response

efforts, charged with preventing and reducing disease and injury. During

catastrophes, ranging from a hurricane to a major disease outbreak to a

bioterrorism attack, public health and health care professionals act as first

responders, investigators, strategists, and medical care providers. They must

diagnose and contain the spread of disease and treat individuals who were

injured or may have been exposed to infectious or harmful materials.

After September 11, the subsequent anthrax
attacks, and a series of assessments from
expert groups including the Institute of
Medicine (IOM), Government Account-
ability Office (GAO), and the Centers for
Disease Control and Prevention (CDC), the
U.S. Congress recognized that America’s
public health system was fundamentally
unprepared to respond to major modern

threats." It passed the Public Health Security
and Bioterrorism Act of 2002 to help bolster
readiness at the federal, state, and local levels
of government. Experts have widely recog-
nized that the nation’s public health system
had been chronically underfunded for the
past several decades and the “infrastructure
had greatly deteriorated,” and that it would

require a long-term, sustained commitment



to yield the major improvements required to
protect Americans from the range of health
threats the country faces in the 21st century.?

Four years after September 11, 2001, this
report examines areas of progress in the
country’s ability to respond to public health
emergencies, and the vulnerabilities that
remain. While considerable progress has
been achieved in improving America’s
health emergency preparedness, the nation
is still not adequately prepared for the range
of serious threats we face. To achieve an
appropriate level of preparedness, efforts
must be rapidly enhanced and accelerated,
requiring improved policies and funding at
all levels of government.

The report is intended to serve as a tool to
help the nation move toward an improved,
strategic “all-hazards” system for protecting
the public’s health, capable of responding
effectively to health threats posed by diseases,
disasters, and bioterrorism. TFAH also pres-
ents this report in an effort to provide greater
accountability and transparency. The goal of
this project is to help inform the American
people about what they should expect from
the publicly funded programs that are
intended to protect their health and safety,
and what gaps leave the country at risk.

This year, Hurricane Katrina was a graphic
demonstration of many of the challenges
and complications that arise during disas-
ters, and it brought greater awareness of the
many continued vulnerabilities in the
nation’s emergency response capabilities.

Also in 2005, the fear of a pandemic flu out-
break has escalated in the United States and
around the world. The emergence of a new,
lethal strain of the flu virus, against which
people have no immunity, has health experts
on high alert. TFAH estimates that a mid-
severity pandemic outbreak could cause over
half a million deaths and two million hospi-
talizations in the United States alone and
could also disrupt the global economy.” The
federal government released a long-delayed
pandemic preparedness plan, which called
for increased funding and modernized vac-
cine production capacity and detailed many
other important public health response
strategies, most of which will require imple-
mentation at the state and local level.
However, U.S. pandemic planning is still lag-
ging in many crucial areas, particularly the
preparations at the state and local levels,
which would be at the front lines in caring for
the public during an outbreak.



READY OR NOT? 2005 KEY FINDINGS:

WE’'RE STILL NOT READY

State Preparedness

Each state received a score based on 10 key
indicators to assess its health emergency
preparedness capabilities. The indicators
were developed with input from an adviso-
ry committee of experts. Taken collective-

Zero was the lowest possible overall score
and 10 the highest.

Over half of states received a score of b or less
of 10 possible indicators. Nearly 85 percent of
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Indicators 1-5 measure the capabilities of
state and local health departments, and reflect
states” use of funds recetved through CDC bioterrorism
and public health grants. The data for these indica-
tors are from a variety of public sources, CDC reports,
a survey conducled by the Association of Public
Health Laboratories (APHL), public announcements

from states, and interviews with government officials.

1. Only seven states and two cities have
achieved “green” status for the Strategic
National Stockpile, which means being rec-
ognized by the U.S. Centers for Disease
Control and Prevention as adequately pre-
pared to administer and distribute vaccines
and antidotes in the event an emergency.

2. Over one-quarter of states do not have suf-
ficient bioterrorism laboratory response

capabilities.

3. Nearly 20 percent of states report that
they do not have adequate numbers of lab
scientists to manage tests for anthrax or
the plague if there were to be a suspected
outbreak.

4. Only 10 state public health labs have ade-
quate chemical terrorism response capa-
bilities. Only 19 states have CHEMPACK
repositories of nerve agent antidotes.

5. Nearly half of states do not use national stan-
dards to track disease outbreak information.

Indicators 6-10 measure the capabilities of
hospitals and other healthcare facilities and
reflect states’ use of funds recetved through the HRSA
hospital preparedness grants. The data for the indi-

cators are from a survey conducted by TFAH and the
Association for Professionals in Infection Control
and Epidemiology (APIC) of 1,878 APIC members
in June 2005. APIC members are experts in infection
prevention and serve a “watchdog” role for infectious
disease issues in hospitals. The survey questions were
developed by members of the APIC Emergency
Preparedness Committee Advisory Board and TFAH.

6. Hospitals in nearly one-third of states and
D.C. are not sufficiently prepared, through
planning or coordination with local health
agencies, to care for a surge of extra patients
by using non-health facilities, such as com-
munity centers, sports arenas, or hotels.

7. Hospitals in only two states have sufficient
plans, incentives, or provisions to encour-
age healthcare workers to continue to
come to work during a major infectious

disease outbreak.

8. Hospitals in nearly one-third of states lack
sufficient capabilities to consistently and
rapidly consult with infection control
experts about possible or suspected dis-
ease outbreaks.

9. Hospitals in nearly one-third of states
have not sufficiently planned for priori-
tizing distribution of vaccines or antiviral
medications to hospital workers.

10. Hospitals in over 40 percent of states do
not have sufficient backup supplies of
medical equipment to meet surge capac-
ity needs during a pandemic flu or other
major infectious disease outbreak.

WHY STUDY STATES’ PREPAREDNESS?

Each of the 50 states has primary legal jurisdiction and responsibility for the health of its citizens under
the U.S. Constitution. The states all differ in how they structure and deliver public health services. In
some states, the public health system is centralized, and the state has direct control and supervision
over local health agencies. In other states, local public agencies developed separately from the state
and are run by counties, cities, or townships and usually report to one or more elected officials.*

Regardless of where Americans live, however, there are fundamental health protections that
the public should expect. Emergency response to disasters, such as a hurricane or earth-
quake, and the containment of infectious diseases with the potential for mass-contagion, are
two extreme and serious examples of such protections.

Note: The “Ready or Not?” reports in 2003 and 2004 also contained |10 indicators; however, the indi-
cators are adapted annuadlly to reflect changing expectations for preparedness each year. Expectations
for preparedness in 2005 should be greater than in previous years.
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Federal Preparedness

Four years after September 11, 2001, there is
still little consensus about priorities and
objectives for bioterrorism preparedness pro-
grams. Additionally, no formal, validated, or
publicly available national performance
measures for the use and tracking of federal
bioterrorism funds are in place. There is also
a lack of accountability on which to measure
federal bioterrorism preparedness efforts. In
order to help assess these activities and pro-

grams, TFAH conducted a survey of 20
experts in public health and bioterrorism
preparedness policies and programs.

While the experts clearly acknowledged that
significant progress has been made in feder-
al efforts since September 11, 2005, overall
the experts give the federal public health

and bioterrorism preparedness perform-

ance a grade of D+.

Federal Public Health and Bioterrorism Preparedness Survey Grades

|. Management of Federal Funds and Programs (HHS Overall) C-
2. Coordination Among Agencies D
3. Measurable Goals and Directions D
4. Leadership D+
5. Strategic National Stockpile C+
6. Cities Readiness Initiative C-
7. BioWatch D
8. Pandemic Flu Planning C-
9. BioSurveillance C-
10. Influenza Vaccine Shortage of 2004 @
I'1. Smallpox Vaccination Initiative D-
12. Hurricane Katrina Public Health D
FINAL GRADE D+

The survey was conducted in September-October 2005. The grades reflect an average of the respondents’

answers, with A’s counted as 4 points, B’s counted as 3 points, C’s counted as 2 points, D’s counted as

1 point, and I’s counted as zero. The final scores in each category and for the cumulative score incor-

porated “pluses” and “minuses” to help show gradations in the scores. The final grade was based on an

average of the other category grades. The scores and comments were collected and are reported as an

aggregate to maintain individual anonymity and help encourage candor in the responses.



TFAH “READY OR NOT?” 2005
RECOMMENDATIONS: LET’'S GET REAL

TFAH’s three “Ready or Not?” reports have
shown significant improvements in the
nation’s emergency public health prepared-
ness, but also revealed that we are still only
modestly better prepared than we were
prior to September 11, 2001.

Hurricane Katrina provided a sharp indict-
ment of America’s emergency response
capabilities as the gaps between “plans” and
“realities” became strikingly evident. Parts
of the public health system did not work,
and while many did work as intended, those
functions were often too limited and
divorced from other response activities to
match the real needs in a timely way.

The Let’s Get Real Agenda:

TFAH calls for increased
leadership and oversight of U.S. bioter-

M Leadership:

rorism and public health preparedness.
HHS needs to integrate top-level manage-
ment of multiple bioterrorism and public
There
needs to be a single, accountable official
below the Secretary of HHS with budget
and policy authority for programs.

health preparedness programs.

B Accountability: It is inexcusable, four
years after September 11, 2001, that there
are no defined, standardized perform-
ance measures for bioterrorism prepared-
ness from CDC or regular reports of
progress and vulnerabilities to the

American people and Congress. Steps

must be taken immediately to establish

useful performance standards, and
increased measures must be taken to
ensure state and local planning efforts

The HRSA

program must be reviewed to ensure

match preparedness needs.

greater achievable, measurable prepared-

ness improvement outcomes.

B Working With The Public: Anticipating the
“real world” complications that will arise
during an emergency event, planning must
acknowledge that the media, general pub-

The United States must inject more realism
into public health emergency planning.

The country has an important opportunity
to address these gaps in the upcoming year,
particularly when Congress considers the
reauthorization of the Public Health
Security and Bioterrorism Preparedness
Response Act of 2002 (Public Law 107-188)
and BioShield II legislation. TFAH calls for
accelerating bioterrorism and public health
preparedness efforts, taking an “all-hazards”
approach to help protect against a range of
possible threats, including a major outbreak
of a new, lethal strain of the flu, a bioterror-
ism attack, and a natural disaster.

lic, business community, and other audi-
ences will not always conform to rigid plan-
ning procedures. Heightened effort must
also be taken to include the needs of vul-
nerable populations in emergency plans.

B Improving Basic Response Capabilities:
From surge capacity preparations to fre-
quent tests and drills, planning efforts
must better incorporate the best advice of
health experts and emphasize operational
capacities. The basic technology and tools
of public health must be modernized to
adequately protect the American people.

B Funding: The current level of funding for
public health does not match the modern-
ization and basic improvements needed to
adequately protect the public’s health. A
major increase in investments must be
made to reach basic levels of preparedness
for emergencies. Funding must be consid-
ered in conjunction with the range of
other issues during the debates about reau-
thorizing the public health and bioterror-
ism preparedness act in the coming year.
Money is clearly an essential part of the
equation, but there must also be height-
ened efforts to ensure the funds allocated
are being used efficiently and effectively.
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Areas of Preparedness

BASIC PREPAREDNESS FUNDING REQUIREMENTS

Funds Required

Public health and bioterrorism preparedness
grants to states

$950 million annually

Bolstering the public health workforce through
the Public Health Workforce Preparedness Act
-- with scholarship and loan repayments

$35 million annually for scholarship program

$195 million annually for loan repayment
program

Bolstering stockpile distribution capabilities

$70 million annually

Modernizing laboratory capabilities

$100 million annually

$100 million supplemental for one year new
equipment needs

Tracking disease threats, including a “needs
and new technology assessment” to result in
a modernized, integrated, and standardized
system (including integrating with e-medical
record initiatives)

$100 million

Medical/Hospital surge capacity grants to
states

$1 billion annually

The new funds should be scaled over the next
three years to allow states to adapt for planning
and use -- $650 million in FY 2006; $850 in FY
2007; and $1 billion in FY 2008.

Additional federal initiatives, including Cities Readiness Initiative, BioSense, BioShield stockpile
contents, E-Medical Records, Integrated Emergency Communications Systems, and pandemic flu
planning must be considered in addition to the basic components above.
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