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Introduction: s YEARS AFTER 9/1 |

O O 6marks the fifth anniversary of the September 11,
2001 and anthrax tragedies. Since 2001, the nation

has experienced many additional threats to the public’s health, ranging from

Hurricane Katrina to a life-threatening E. coli outbreak to rising concerns

about a potential flu pandemic.'

America’s public health system and the health-
care delivery system are among the most impor-
tant components of the nation’s preparedness
against terrorism and natural disasters. They
are charged with the unique responsibility of
Public
health and healthcare professionals act as first

protecting the health of all citizens.

responders, investigators, strategists, medical
care providers, and advisors to public officials
and decision makers. They must diagnose and
contain the spread of disease, and treat individ-
uals who are injured or may have been exposed
to infectious or harmful materials.

Intentional acts of terror and naturally occur-
ring crises have the potential to cause serious
harm to large portions of the American pub-
lic. Decisions and actions taken by the public
health system can greatly mitigate the nega-
tive impact of these threats and help protect
the health and lives of the American people.
Many health emergencies can also have seri-
ous global consequences, particularly infec-
tious threats. Germs know no boundaries, so
the U.S. must also remain vigilant and sup-
port the prevention and control of health
threats around the world.

The U.S. “public health system” is not a single entity, but rather a loosely affiliated network of

more than 3,000 federal, state, and local health agencies, often working closely with private

sector voluntary and professional health associations.

ASSESSING AMERICAS READINESS

In order to evaluate public health emergency
preparedness in the states, Trust for America’s
Health (TFAH) has issued an annual Ready or
Not? report, beginning in 2003. Each report
assesses the level of preparedness in the states,
evaluates the federal government’s role and
performance, and offers recommendations
for improving emergency preparedness.
Ready or Not? 2006 is the fourth in the series.

In 2002, Congress passed the Public Health
Security and Bioterrorism Act, allocating near-
ly $1 billion annually to states to bolster public
health emergency preparedness. Even after
this investment of almost $4 billion, the gov-
ernment health agencies have yet to release
state-by-state information to Americans or

policymakers about how prepared their
communities are to respond to health threats.

TFAH issues this report to:

M Inform the public and policymakers about
where the nation’s public health system is
making progress and where vulnerabilities

remain;

M Foster greater transparency for public

health preparedness programs;

M Encourage greater accountability for the
spending of preparedness funds; and

M Help the nation move toward a strategic,
“all-hazards” system capable of respond-
ing effectively to health threats posed by
diseases, disasters, and bioterrorism.




READY OR NOT? 2006: MAJOR CONCLUSIONS

Ready or Not? 2006 finds that five years after September 11, public health emergency
preparedness is still not at an acceptable level. Limited progress continues to be made,
but the big-picture goals of adequate preparedness remain unmet. As a result,
Americans continue to face unnecessary and unacceptably high levels of risk.

Ready or Not 2006: Key Findings

Indicator Finding

Only 15 states and two cities are rated at the highest
preparedness level required to provide emergency vaccines,
antidotes, and medical supplies from the Strategic National
Stockpile (SNS).

Eleven states and D.C. lack sufficient capabilities

to test for biological threats.

I. Strategic National
Stockpile

2. Bio-Threat Testing

Four states lack sufficient laboratory experts trained to test
for a suspected outbreak of anthrax or the plague.

3. Trained Lab Scientists

Four states do not test for flu on a year-round basis,
which is necessary to monitor for a pandemic flu outbreak.

4. Pandemic Surveillance:
Year-Round Flu Testing

5. Hospital Bed Surge Half of states would run out of hospital beds within
Capacity for Pandemic Flu | two weeks of a moderately severe pandemic flu outbreak.

6. Seasonal Flu Vaccinations | Flu vaccination rates for seniors decreased in 13 states.

The national median for vaccinating seniors for pneumonia
is 65.7 percent, the national goal is to vaccinate 90 percent
by 2010.

Twelve states and D.C. are not fully compatible with the
Center for Disease Control and Prevention’s (CDC'’s)

National Electronic Disease Surveillance System (NEDSS) to
track disease outbreak information.

Forty states and D.C. have a shortage of registered nurses.
Six states cut their public health budgets between FY 2004-05

and FY 2005-06. As of FY 2005-06, the median state funding
for public health is only $31 per person per year.

7. Pneumonia Vaccinations

8. National Electronic
Disease Surveillance

9. Nursing Shortage
10. Public Health Budgets

CONTENTS

M Section A examines state-by-state pub- Biomedical Advanced Research and

lic health preparedness. States are eval-
uated on 10 preparedness indicators,
based on input and review from public

health experts.

M Section B examines the growing con-
cerns about public health preparedness
funding and accountability for the use of
these funds, and the public’s ability to
measure progress and vulnerabilities.

M Section C examines a range of additional
subjects related to federal, state, and local
preparedness including: creation of a

Development Authority (BARDA); food
safety; a review of the fifth anniversary of
the anthrax attacks; private sector and
community involvement in public health;
risk communications; caring for children
during public health emergencies; vul-
nerable populations and emergency pre-
paredness; World Trade Center health

effects; and Hurricane Katrina.

M Section D offers recommendations for

improving all-hazards emergency health
preparedness.



Five Years After 9/1 1: Summary of Key Preparedness Improvements and Concerns

Important Federal Legislation
and Funding; Cuts to Funds
Jeopardize Progress

Progress:
A The Public Health Security and Bioterrorism Act of 2002 was passed, providing nearly
$1 billion a year in increased funds for federal and state preparedness for mass health hazards.

A Approximately $5 billion was appropriated for pandemic flu preparedness in FY 2006.

Concerns:

A The new preparedness funds have already experienced cuts over the past 3 years, before
many basic improvements could be achieved, and threatening the sustainability of progress
that has been made.

Limited Accountability;
“Silos” Remain

Progress:
A Federal agencies continue to progress in the development of preparedness measures.

A The federal pandemic preparedness guidance focused on many specific, achievable tasks.
Concerns:

A CDC and HRSA “performance measures” for states’ use of preparedness funds are widely
criticized for, among other things, focusing too heavily on self-reported, non-objectively
verifiable data and on planning and process versus implementation and outcomes. The
measures are also criticized for not adequately measuring the capabilities that are needed
during surge events requiring mass response.

A The federal agencies have yet to disclose any information on a state-by-state basis based on
these performance measures.

A One year after the announcement of the national pandemic preparedness plans, publicly
available information needed to assess federal progress and actions remains limited.

A There is insufficient coordination between public health and healthcare providers and among
levels of government, often exacerbated by silo-ed government program funding streams.

A Food safety policies and procedures are poorly coordinated.

Progress for
“Plans on Paper”

Progress:
A Al states have a basic plan on paper to respond to bioterrorism.

A All states have at least a draft pandemic flu response plan; in 2003, only |3 states had
pandemic plans.

Concerns:
A Planning for chemical and radiological threats is lagging.

Gaps in “Plans on Paper”

Versus Reality of
Preparedness

Concerns:
A There is limited, non-systematic testing and exercising of emergency health plans, and
inconsistent mechanisms for incorporating lessons learned into future planning.

A Plans are often limited to only the public health response, are not well coordinated with
other emergency responders, and do not usually include how to involve the private sector
and surrounding community.

A Lingering questions remain about the gaps in the public health and healthcare system
response to Hurricane Katrina.

Dramatic Lab Improvements;
Reagent Shortage Remains
a Problem

Progress:
A Thirty-nine states reported sufficient bio-testing capabilities in 2006; an increase from six
in 2003.

A Forty-six states report sufficient numbers of trained scientists to test for possible anthrax
and plague outbreaks; an increase from 10 in 2004.

Concerns:

A CDC is unable to keep up with state demands for reagents, the materials needed to test for
biological threats.




Five Years After 9/1 1: Summary of Key Preparedness Improvements and Concerns

More States with National
Electronic Disease
Surveillance System
(NEDSS); But Public Health
Information Technology is
Not Up-to-Date

Progress:

A Thirty-eight states are compatible with the CDC’s National Disease Surveillance System
(NEDSS), allowing for more integrated, accurate, and timely national disease reporting;
an increase from 18 in 2004.

A At least seven additional states plan to meet NEDSS compatibility criteria in 2007.
Concerns:

A Independent evaluations of public health IT systems find non-integrated, uncoordinated sys-
tems that are often duplicative and problems with consistency of data.

State Public Health Funding
Rebounds, But Remains
Inadequate

Progress:
A Only six states cut their funding for public health from FY 2004-05 to FY 2005-06; a
dramatic improvement from 33 states cutting funds in 2003.

Concerns:

A However, the median state spending for public health is only $31 per person per year.
Approximately $2.6 billion more would be needed just to equalize spending across states.

Problems with Management
and Contents of the
Strategic National Stockpile
(SNS)

Concerns:
A Only 15 states and two cities are rated at the highest preparedness level for distributing and
administering vaccines and antiviral medications from the SNS.

A States have not received clear information about what types and quantities of medications
and supplies are in the SNS and how effective the federal government would be in
delivering supplies to states during a multi-state crisis.

Fragile Vaccine Industry
and Limited Public Health
Research and Development

Progress:
A Congress appropriated approximately $5 billion for pandemic flu preparedness activities,
including vaccine research and development

Concerns:

A The U.S. vaccine industry is broken, and there is limited incentive for companies to pursue
research and development into new vaccines.

Extremely Limited Surge
Capacity for Emergencies

Concerns:
A There is a growing public health professional and nursing workforce shortage.

A Volunteer medical workforce efforts are limited.
A Ongoing concerns exist about policies to encourage healthcare workers to continue coming
to work in the event of a major infectious outbreak.

A Shortfalls exist in facilities, beds, medical supplies, and equipment to respond to
major outbreaks.

Outdated Risk
Communication and
Insufficient Inclusion of
the Public in Planning

Progress:

A All 50 states have held a summit on pandemic flu.

A The federal government launched www.pandemicflu.gov as a resource for both the public
and health community.

Concerns:

A Risk communication strategies are out out-of-date. Limited efforts exist to inform and prepare
the public for future health emergencies and to modernize strategies for information dissemi-
nation during emergencies.

A No systematic effort has been made to include the public in emergency planning or to
address public concerns.

A Concerns for responding to “special needs” communities remain largely unaddressed.




ALL-HAZARDS APPROACH TO EMERGENCY PUBLIC HEALTH THREATS

The public health system is responsible for protecting the public from a range of potential health threats. An all-hazards public
health system is one that is able to respond to and protect citizens from the full spectrum of possible public health emergencies,
including bioterrorism and naturally occurring health threats. An all-hazards system recognizes that preparing for one threat can
have benefits that will help prepare the system for all potential threats.

According to a summer 2006 analysis of a Community Tracking Survey (CTS) in Health Affairs, the “federal government’s
‘all-hazards approach’ has facilitated investments that benefit the public health system as a whole. Most communities
reported using bioterrorism funding to create multiple-use systems that can respond to a range of events including terror-
ism. By investing in such areas as communications, epidemiology, and lab capacity, health departments have strengthened
core functions that contribute to the success of various public health activities.”?

Under an all-hazards approach, the public health system prepares for and is able to respond to unique concerns posed by differ-

ent threats. For instance, threats may be:
M Isolated regionally or be national or global in scope;

M For a limited duration or occur in prolonged waves; and

M Preventable and treatable through vaccines and medications, or there may be no pharmaceutical interventions available.

EXAMPLES OF MAJOR EMERGENCY PUBLIC HEALTH THREATS

B Agroterrorism: The “deliberate introduction of an animal
or plant disease with the goal of generating fear, causing eco-
nomic losses, and/or undermining stability.”> Agroterrosim
can be considered a sub-category of “bioterrorism” and
food-borne diseases.

M Bioterrorism: The intentional or deliberate use of germs,
bio-toxins, or other biological agents that cause disease or
death in people, animals, or plants. Examples include
anthrax, smallpox, botulism, salmonella, and E. coli.

B Chemical terrorism: The deliberate use of chemical agents,
such as poisonous gases, arsenic, or pesticides, which have
toxic effects on people, animals, or plants in order to cause illness
or death. Examples include ricin, sarin, and mustard gas.

M Chemical incidents and accidents: The non-deliberate
exposure of humans to harmful chemical agents, with simi-
lar outcomes to chemical terrorism.

M Food-borne diseases: Animal or plant diseases, which cause
harm to humans. The CDC estimates that there are approxi-
mately 75 million reported cases of food-borne diseases each
year in the United States, causing approximately 325,000 hos-
pitalizations and 5,000 deaths. Examples include botulism,
salmonella, E.coli 0157:H7, shigella, and norovirus.

B Natural disasters: Harm can be inflicted during and after
natural disasters, which can lead to the disruption of regu-
lar healthcare and leave portions of the population with
ongoing care needs. Examples include hurricanes (such
as Hurricane Katrina), earthquakes, tornados, mud-
slides, fires, and tsunamis.

B Pandemic flu: A novel, potentially lethal strain of
the flu against which humans have no natural immunity.
According to estimates from the U.S. Department of
Health and Human Services (HHS), a severe pandemic
could result in 1.9 million deaths and 9.9 million hospital-
izations in the U.S.

H Radiological threats: Intentional or accidentally-caused
exposure to radiological material. A terrorist attack could
involve the scattering of radioactive materials through the
use of explosives (“dirty bomb”’), the destruction of a
nuclear facility, the introduction of radioactive material
into a food or water supply, and the explosion of a
nuclear device near a population center.

H Vector-borne diseases: Diseases spread by vectors, such
as insects. Examples include: West Nile virus, Rocky
Mountain spotted fever, and malaria.

B Waterborne diseases: According to the CDC, over 1,000
persons become ill from contaminated drinking water and
over 2,500 persons become ill from recreational water dis-
ease outbreaks annually in the U.S.*

M Waterborne terrorism: The deliberate contamination of
the nation’s water supply.

M Zoonotic/Animal-borne diseases: Animal diseases that
can spread to humans, and in some cases can become con-
tagious from human to human. Examples include: Avian
flu, rabies, and SARS.




WHAT DOES ALL-HAZARDS PREPAREDNESS LOOK LIKE?
The goals of 24/7 public health emergency response include:
B Rapid detection of emergency disease threats, including those caused by bioterrorism.

M Intensive investigative capabilities to quickly diagnose a rising disease threat or identify the
biological or chemical agent used in an attack.

B Surge capacity for mass events, including adequate facilities, equipment, supplies, and
trained health professionals.

B Mass containment strategies, including pharmaceuticals needed for wide-scale
vaccination, antibiotic, or antidote administration and isolation and quarantining
when necessary.

M Streamlined and effective communication channels so health workers can swiftly and
accurately communicate with each other, other front line workers, and the public about |)
the nature of an emergency or attack, 2) the risk of exposure and how to seek treatment
when needed, and 3) any actions that they or their families should take to protect them-
selves. Communications must also be able to reach and take into consideration vulnerable,
disadvantaged, and other special needs populations.

What it will take to achieve basic levels of preparedness:

B Leadership, planning, and coordination: An established chain-of-command and well-
defined roles and responsibilities for seamless operation across different medical and logisti-
cal functions and among federal, state, and local authorities during crisis situations, including
police, public safety officials, and other first responders.

B An expert and fully-staffed workforce: Highly trained and adequate numbers of public
health professionals, including healthcare providers, epidemiologists, lab scientists, and
other experts, in addition to backup workers for surge capacity conditions.

B Modernized technology: State-of-the-art laboratory equipment, information collection,
and health tracking systems.

B Pre-planned, safety-first rapid emergency response capabilities and precautions:
Tested plans and safety precautions to mitigate potential harm to communities, public
health professionals, and first responders.

B Immediate, streamlined communications capabilities: Coordinated, integrated com-
munications among all parts of the public health system, all frontline responders, and with
the public. Must include back-up systems in the event of power loss or overloaded wire-
less channels.



FEDERAL, STATE, AND LOCAL PUBLIC HEALTH JURISDICTIONS

The federal role: Includes policymaking, the financing of activities, overseeing national disease
prevention efforts, collecting and disseminating health information, building capacity, and
directly managing some services.® Some public health capabilities, such as the Strategic
National Stockpile (SNS), are “federal assets” managed by federal agencies that are available
for use by states and communities in the event of emergencies. Public health functions are
widely diffused across eight federal agencies and two offices.

State and local roles: Under U.S. law, state governments have primary responsibility for the
health of their citizens. Constitutional “police powers” give states the ability to enact laws
and issue regulations to protect, preserve, and promote the health, safety, and welfare of
their residents. In most states, state laws charge local governments with responsibility for the
health of their citizens.

Some of the ongoing problems resulting from this structure include:
I. Lack of clear roles for the various state, local, and federal agencies.

2. Limited coordination among the levels of government, including determination of how
federal assets would be deployed to states and localities, and across jurisdictions, such as
sharing assets and resources among states.

3. No minimum standards, guidelines, or recommendations for capacity levels or services
required of state and local health departments. This results in major differences in services
and competencies across state and local agencies.

4. Problems arising from federal funding that is largely based on categorical or program
grants, which are often restrictive and lack a system of accountability.

5. Ineffective and random capacity to coordinate with nongovernmental organizations, com-
munity groups, and the private sector.

Issues of Accreditation: In response to a 2002 Institute of Medicine (IOM) report that
“called on the public health community to consider how accreditation ultimately could
prompt improvements in the nation’s health,” the Association of State and Territorial
Health Officials (ASTHO) and the National Association of County and City Health Officials
(NACCHO), with funding from the CDC and the Robert Wood Johnson Foundation, cre-
ated the Exploring Accreditation project. In the fall of 2006, the project’s 25-member
steering committee released a new model for a voluntary national public health accredita-
tion program. Key recommendations included the development of accreditation standards
to promote continuous quality improvement and accountability for public health, including
performance measures.*

Some states have taken the lead in public health accreditation. For instance, in 2002, the
North Carolina Division of Public Health and the North Carolina Association of Local Health
Directors “undertook an initiative to develop a mandatory, standards-based system for
accrediting local public health departments throughout the state.”” The program consists of
“an agency self[-]assessment, which includes 41 benchmarks and 145 activities; a three day
site visit by a multidisciplinary team of peer volunteers; and determination of accreditation
status by the North Carolina Local Health Department Accreditation Board.”®

Additionally, the Multi-State Learning Collaborative for Performance and Capacity Assessment or
Accreditation of Public Health Departments (MLC) convened five “states to study key compo-
nents of the state-based assessment/accreditation programs. The project is funded by the Robert
Wood Johnson Foundation and managed by the National Network of Public Health Institutes and
the Public Health Leadership Society.” lllinois, Michigan, Missouri, North Carolina, and
Washington were the five states chosen from |8 that applied to participate in the collaboration.
The goal of the MLC is to develop and disseminate best practices to their peers in other states to
ultimately “strengthen the effectiveness of governmental public health agencies.”'







State-By-State Health
Preparedness Indicators

And Scores

WHY STUDY STATES’ PREPAREDNESS?

Each of the 50 states has primary legal jurisdiction and responsibility for the health of its citi-
zens under the U.S. Constitution. The states 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 health
agencies developed separately from the state and are run by counties, cities, or townships,
and usually report to one or more elected officials."

SECTION

Each state has different strengths, weaknesses, and unique challenges that impact its ability to
prepare for and respond to public health emergencies. Citing weaknesses and challenges in
this report is not done for punitive purposes, but rather to help identify where and how to
make improvements or overcome obstacles. Additionally, providing information about which
states have particular strengths allows other states to know which states to turn to for best
practices and models to guide their preparedness efforts.

All Americans have the right to expect fundamental health protections during public health
emergencies no matter where they live. Members of the public also deserve to know how
prepared their states and communities are for different types of health threats, particularly
when their taxpayer dollars are being spent to support preparedness efforts. Currently,
Americans are not receiving the information they need to make decisions about how to pro-
tect themselves and their families in the event of public health emergencies. Also, they are
not equipped with enough information to monitor and hold public officials accountable for
whether or not their communities are adequately prepared.

Two examples of public health protections that Americans in every community should
expect include: emergency response to disasters, such as a hurricane or earthquake,
and the containment of infectious diseases with the potential for mass-contagion.

State Scores

To help assess health emergency preparedness
capabilities, each state received a score based
on 10 key indicators. States received one
point for achieving an indicator or zero points
if they did not achieve the indicator. Zero was
the lowest possible overall score and 10 the
highest. Taken collectively, these indicators
offer a composite snapshot of preparedness,
including strengths and vulnerabilities.

Very limited data are available to measure pub-
lic health preparedness. Many key components
of preparedness are not sufficiently measured
or the data are not made available. TFAH com-
piles these indicators based on the best avail-

able data. The indicators focus on key areas of
preparedness using the limited data currently
available for all 50 states and D.C. TFAH has
called for the government to develop national
performance standards and to publicly release
information on a routine basis about the states’
performance in meeting these standards. The
indicators were selected based on:

B If they reflect a fundamental, systemic
public health need;

B Consultation with key experts about areas
important to serving basic public health
emergency needs; and




M The availability of state level data, which
were verifiable through independent

means or consultation with states.

Scores are not based on an absolute scale of
success, but indicate relative achievements
in areas of preparedness, and highlight
areas where increased prioritization and
investment must be made to address prob-
lems. Additional measures have been pro-
posed or may be used for other purposes.
However, the data for the outcomes of these
measures are not made available on a state-

by-state basis. Many states have taken action

SCORES BY STATE

6 5 4
(I state) (12 states) (I'l states) (8 states & D.C.) (4 states)

10 8

in other areas of preparedness or may be in
the process of increasing certain capabilities
that are not reflected in this report.

More than half of states scored six or less.
Twelve states and D.C. scored five or less.
Oklahoma scored the highest, with a score
of ten.. California, Iowa, Maryland, and
New Jersey scored the lowest, achieving a
score of four. No state scored below a four.
States with stronger surge capacity capabili-
ties and immunization programs scored
higher this year, with four measures focused

on these capabilities.

Number of Indicators | Color
4

Oklahoma Kansas Alabama Delaware Colorado Alaska California
Kentucky Florida Indiana Arizona lowa
Michigan Georgia Louisiana Arkansas Maryland
Missouri Hawaii Massachusetts | Connecticut | New Jersey
Montana Idaho Mississippi D.C.

Nebraska lllinois Nevada Maine
South Dakota | Minnesota New Mexico | Ohio
Texas New North Carolina| Pennsylvania
Virginia Hampshire | Oregon South
Washington |New York | Rhode Island | Carolina
West Virginia North Dakota | ytah
Wyoming Tennessee Vermont

Wisconsin




STATE PREPAREDNESS SCORES

States
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o test for
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plague
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Strategic
National
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Delivery

2
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3 4 5
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6
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have ever
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vaccination
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Electronic
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have a
nursing
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Increased or
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services from
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FY 2006
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Indicators reflect states’ use of funds
received through CDC and HRSA bioterror-
ism and public health “cooperative agree-
ment” grants, other health capacity readi-
ness programs, and state public health
funds for health emergency preparedness.
(See Appendix A for more information on
the CDC and HRSA preparedness funds to
states and Indicator 10 for state public
health budget information.) Three addi-
tional cities, New York, Chicago, and Los

Angeles, also receive funds directly from
public health preparedness grants, but were
not included in the study due to limited
data availability.

Data for these indicators were drawn from a
range of publicly available sources, the
CDC, a survey conducted by the Association
of Public Health Laboratories (APHL), pub-
lic announcements from states, and inter-

views with government officials.

Indicators What the indicators measure

|. Did the state meet the CDC’s highest rating for preparedness
to distribute emergency vaccines, antidotes, and medical sup-
plies from the Strategic National Stockpile (SNS)?

This indicator demonstrates states’ abilities to quickly vaccinate or
provide medications to communities during emergencies.

2. Does the state lab director report having sufficient laboratory
capabilities to test for biological threats?

This indicator demonstrates states’ abilities to quickly identify a
bioterror attack, substances that may be used in an attack, or a major
infectious disease outbreak. Identification of an outbreak and individ-
uals who have been exposed or are symptomatic drive decisions
about treatment and containment. The need for bio-lab capabilities
was evident during the anthrax attacks of 2001 .

3. Does the state lab director report having a sufficient number of
laboratory experts trained to test for a suspected outbreak
of anthrax or the plague?

This indicator reflects whether states have enough professionals
trained to perform the tests needed for a biological threat, including
the extra staff required to manage the additional testing needed dur-
ing a major scare.

4. Does the state test for the flu on a year-round basis?

This indicator is important since a pandemic could strike at any time of
the year, not just during regular flu season.

5. Does the state have enough hospital bed capacity to
accommodate the estimated number of people who would
need to be hospitalized within the first two weeks of a
moderate pandemic flu outbreak?

This indicator helps evaluate states’ abilities to care for additional
patients during major emergencies, when extra hospital bed capacity
would be critical.

6. Did the state increase its rates for immunizing adults aged
65 and older for the seasonal flu?

Immunizing seniors against the seasonal flu is a public health priority,
since seniors are at high risk for developing serious health complica-
tions as a result of contracting the flu. Seasonal flu vaccination efforts
are also viewed as a way to help communities better prepare for
larger public health emergencies, such as a pandemic flu outbreak,
that would require mass or targeted vaccinations or distribution of
medications. This indicator helps measure both public health con-
cerns. It examines a state’s progress over time.

7. Did the state reach the national median for vaccinating adults
aged 65 and older for pneumonia?

This indicator helps measure states’ abilities to vaccinate at-risk popu-
lations on a cumulative basis compared to other states. HHS has set a
national goal of immunizing 90 percent of seniors for pneumonia by
the year 2010. Pneumonia is one of the serious complications that
can arise for seniors who contract the flu, and can prove to be lethal.

8. Does the state use a disease surveillance system that is
compatible with CDC’s national system, including integrating
data from multiple sources, using electronic lab reporting, and
using an Internet browser system?

This indicator demonstrates information about which states track health
threats in a way that is compatible with the standards of the CDC'’s
National Electronic Disease Surveillance System (NEDSS). This system
makes it possible to quickly identify and track outbreaks and to share the
information in a consistent way across health agencies and states.

9. Does the state have a sufficient number of registered nurses?

This indicator helps measure each state’s healthcare workforce
capacity. A nursing shortage would be especially problematic during
a public health emergency when an influx of additional patients
would need care.

10. Did the state maintain or increase funding for public health
programs from FY 2004-05 to FY 2005-06?

This indicator demonstrates states’ commitment to funding public
health programs, which support the infrastructure needed to ade-
quately respond to emergencies.




INADEQUATE TRANSPARENCY AND ACCOUNTABILITY FOR PUBLIC
HEALTH PREPAREDNESS

While the Ready or Not? reports in 2003, 2004, and 2005 also contained |0 indicators, these
indicators are adapted annually to reflect changing expectations for preparedness and changes
in the state preparedness data that are made publicly available each year.

TFAH has repeatedly called for greater availability of data from federal and state governments
to better inform the American people about how prepared the country and their states and
local communities are to meet health threats and hold public officials accountable.

In the absence of government-supported and publicly available data, this report
concentrates on 10 measurable performance indicators from a variety of public
sources to help supply policymakers and the public with information about the
nation’s preparedness for health emergencies.

Indicator 1: sTRATEGIC NATIONAL STOCKPILE
FINDING: Only |5 states and two cities are rated at the highest preparedness level required to
provide emergency vaccines, antidotes, and medical supplies from the Strategic National Stockpile.

I5 states and 2 cities have achieved 35 states and D.C. have NOT achieved
“green” or “green minus” status for ‘““green” or “green minus” status for
Strategic National Stockpile delivery and Strategic National Stockpile delivery
administration capabilities (I point)** and administration capabilities (0 points)
Alabama Alaska Montana
Chicago* Arizona Nebraska
Delaware Arkansas Nevada
Florida California New Hampshire
lllinois Colorado New Jersey
Louisiana Connecticut New Mexico
Michigan D.C. North Carolina
Mississippi Georgia North Dakota
Missouri Hawaii Ohio**
New York Idaho Oregon
New York City* Indiana Pennsylvania
Oklahoma lowa South Carolina
Rhode Island Kansas South Dakota
Tennessee Kentucky Utah
Texas Maine Vermont
Virginia Maryland West Virginia
Washington Massachusetts Wisconsin
Minnesota Wyoming
Sources: CDC and state health officials. ** Ohio has also achieved green status, but TFAH

received the information after the report was released.

3

* Chicago and New York City have achieved “green’
status as cities separately from their states.




The CDC measures states’ preparedness to
distribute the Strategic National Stockpile
(SNS) based on a “stop-light” color model.
Green represents the highest level of pre-
paredness, amber represents the middle,
The CDC has not
released the specific criteria for achieving

and red is the lowest.

different SNS status levels, but notes the
assessment includes a review of a state’s pub-
lic health emergency cooperative agree-
ment plans and an evaluation of critical
response functions including: “Command
and Control; Receipt, Stor[age] and
Stag[ing]; Inventory Control; Distribution;
Dispensing; Repackaging; Communications

and Security.”"

The agency releases an
aggregate tally of the number of states and
cities that reach the different color levels.
TFAH receives information on the SNS sta-
tus of states by reviewing public announce-
ments issued by states and through inter-

views with state officials.

CDC officials report that as of September
2006, the SNS rating system has been

CDC’s Aggregate Tallies of States’

Strategic National Stockpile Readiness
Status, As of October 2006

Green 7
Green Minus 9
9
12
6
Red Plus 7
Red 4

Note: The tallies above include all 50 states, plus New
York City, Los Angeles County, D.C., and Chicago. The
CDC measurement system also gives states “plus” or
“minus” designations within their color categories.

This chart includes the “plus” and “minus” scores with
the “green,” “amber,” and “red” designees.

changed to use two new assessment tools
developed in partnership with the RAND
Corporation, one focusing on states and
one on localities. The rating system is now
going to be measured on a 100 point scale
instead of the color system."

STATE CONCERNS WITH THE SNS PROGRAM

In 2005, TFAH surveyed state emergency health officials in eight states to identify progress
and concerns with the SNS program. The survey was based on a hypothetical model using
smallpox, a model which would be relevant across “all hazards” that call for mass vaccination
of the population. The state officials’ key concerns included:

M Lack of clear information from federal officials about quantities of vaccines or equipment
that would arrive for a mass vaccination event. For instance, there is concern that the sup-
plies are limited in scope and might leave states unprepared for different types of threats.

M States are often unclear about what criteria they are being evaluated on, including what

constitutes green, amber, or red status.

M Questions about how the SNS could be deployed to all 50 states simultaneously, which
would be necessary for some threats such as a pandemic flu. Most officials interviewed
indicated their planning assumed that states would receive supplies at different times.

M Shortages of healthcare workers during a major crisis.

M Differences among state policies could confuse the public and healthcare workers, such as
decisions about timing for administering vaccinations.



THE STRATEGIC NATIONAL STOCKPILE (SNS)

The SNS is a national repository of antibiotics, chemical antidotes, antitoxins, various pharma-
ceuticals, and other medical supplies and equipment to be used in the event of a terrorist attack
or major natural disaster. The stockpile is kept in 12 undisclosed locations throughout the
United States which contain a “|2-hour push package” of materials which are supposed to be
able to be delivered anywhere in the United States within 12 hours of the decision to deploy.
There is a “vendor-managed inventory” component to the SNS, where some manufacturers
maintain control of the SNS supplies.'"* Some of the contents of the stockpile include:'

B Smallpox vaccine for the entire U.S. population.
B “Millions” of doses of countermeasures against anthrax, plague, and tularemia.
B Botulinum antitoxin (which the Department of Defense started stockpiling in the early 1990s).

B Countermeasures to address radiation exposure (including diethylenetriaminepentaacetate
[DTPA] and Prussian Blue).

B Potassium iodide, which protects the thyroid from radioactive iodide.
B Over one million doses of the licensed anthrax vaccine (with more ordered).'

On ongoing criticism is the lack of an “end-to-end” strategy that encompasses the
development of the products through decisions about how and by whom countermeasures
would be administered.

Little information is available about gquantities of supplies in the SNS. There is also limited
information about the availability of medications in the SNS to manage chronic diseases, which
is often an issue that arises during emergencies when regular supply chains for medications
are unavailable.

The stockpile, which is considered a federal asset, is managed by HHS out of the CDC, in
coordination with the Department of Homeland Security (DHS).

Governors, the president, and, in some cases, state health officers can request deployment of
the SNS. The federal government is responsible for delivering the medical supplies to states,
which then are responsible for distributing the materials to their citizens. A handful of federal
technical advisors help advise local authorities, but otherwise the distribution and administra-
tion of the SNS becomes the responsibility of the states and localities.

Special concerns about pandemic flu countermeasures - storage and shelf-life

The federal cache of antiviral medication to counter a pandemic flu is contained in the SNS.
As of November 2006, according to CDC officials, the SNS contains approximately 20.6 mil-
lion regimens of Tamiflu capsules (oseltamivir) and has an additional 8.9 million on order, that
are expected to arrive by March 2007." In addition, the SNS contains approximately 8.4 mil-
lion regimens of Relenza (zanamivir) with an additional 6 million regimens on order.

The federal government has plans to purchase 50 million courses of antiviral medications to be
stored in the SNS. The states have been given the option of purchasing 31 million of these
courses, using a 25 percent subsidy from HHS. If all of the states choose to purchase their
optional allotments, it would cover 25 percent of the U.S. population. Additionally, the state
stockpiles of antivirals are not 