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B. HEALTHIER AMERICA: AN AGENDA FOR
MODERNIZING PUBLIC HEALTH

From Principles to Policies: A National Health and Prevention Strategy

The nation must develop a National Health
and Prevention Strategy that articulates the
vision of a healthier America. The Secretary
of Health and Human Services (HHS), on
behalf of the President, should be charged
with developing this plan in a collaborative
process. The strategy must:

B Incorporate increased prevention efforts
into health care services and finance;

M Strengthen collaboration among public
agencies and the private sector; and

M Ensure essential prevention services are
delivered nationwide in accordance with

minimum national standards.

The National Health and Prevention Strategy
should include as core operating principles:
(1) efficient deployment of resources to pre-
vent illness; (2) accountability for outcomes;
and (3) recognition that helping people be
healthy requires addressing the entire social
context, including geographic, economic,
racial, and ethnic disparities.

Implementation of the National Health and
Prevention Strategy should include per-
formance standards, outcome measures, and
accreditation procedures for delivery of es-
sential prevention services by federal, state,

and local agencies.

In order to achieve these goals, everyone
must participate and work together.

Every individual, every business, every com-
munity, and every level of the health system,
including health care providers and public
health agencies at the federal, state, and local
levels of government, must take shared re-
sponsibility for protecting the health of fam-

ilies and communities.!#!

Public health agencies at all levels of govern-
ment provide a unique and essential role of
convening and fostering collaboration
among all sectors of society to consider the
health consequences of policy decisions.

M The federal government must play a
leadership role and serve as a catalyst
for change, driving fundamental change and
bold initiatives. The federal role includes: fi-
nancial and technical assistance for state and
local health agencies and best practice infor-
mation for designing and implementing ef-
fective prevention programs.

A In America, every individual, family,
and community has a right to the same
level and quality of services to help
them be healthy, regardless of who they
are or where they live — a right only the
federal government can ensure.

M States and communities are the front lines
of protecting the public’s health. Public
health practitioners, with leadership from
governmental partners, must understand
the particular health concerns of each
community and mobilize resources to ad-
dress them. They must focus on, track,
and prevent disease; provide childhood
and adult vaccinations; prevent and re-
spond to threats of bioterrorism and dis-
ease; prevent trauma and injuries; ensure
food and water safety; and protect against
environmental health hazards.

M Businesses must provide employees with
health promotion and disease prevention
benefits and healthy work environments and
conditions. They should work to create pub-
lic-private partnerships to ensure healthier
communities for their workers and their
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families. Corporate leaders also need to con-
tinue to sound the alarm on how an un-
healthy workforce affects bottom-lines.

M Schools must build physical and health ed-
ucation into the curriculum. The federal
government should make it easier for states
and localities to do so by writing physical
and health education requirements into the
No Child Left Behind Act — these are as im-

portant to student achievement as the aca-
demic standards in the Act.

M Non-health agencies and community or-
ganizations must communicate and col-
laborate with leaders at all levels of
government. Community organizations
are uniquely positioned to reach certain
sectors of the community that government
has traditionally had difficulty reaching.

The following are key components of a National Health and Prevention Strategy.

|. LEADERSHIP AND ACCOUNTABILITY: A HEIGHTENED ROLE
FOR THE SECRETARY OF HEALTH AND HUMAN SERVICES

Currently, there is no clear focal point within
the federal government for national leader-
ship on wellness and prevention. Within the
federal government, one individual, the U.S.
Secretary of Health and Human Services
(HHS), should have the responsibility (on be-
half of the President) to convene and facili-
tate coordinated planning and investment in
programming and research across all federal
agencies, and hold them accountable for pre-
venting disease and empowering every person
to live a healthier life.

The specific responsibilities of the HHS
Secretary would include:

M Establishing and
governmental Public Health Coordinating

leading an Inter-

Council composed of representatives of

state, tribal, and local health directors and

persons representing the general public as
the vehicle for wide collaboration in devel-
oping and overseeing implementation of
the National Strategy.

B Implementing the National Strategy, in-
cluding making available sufficient re-
sources, based on widely agreed upon
performance standards, outcome meas-
ures, and accreditation procedures to en-
sure accountability for effective use of
resources in the delivery of essential well-
ness and prevention services by federal,
state, and local agencies.

B Undertaking regular and transparent as-
sessments of progress in meeting the per-
formance standards with adequate effort
and progress by state and local agencies as
a prerequisite for full federal funding.

2. FUNDING FOR THE NATIONAL HEALTH AND

PREVENTION STRATEGY

The HHS Secretary, in close collaboration
with all elements of the health system, should
determine the funding requirements to im-
plement the National Health and Prevention
Strategy and develop a financing plan to meet
those requirements by:

M Collaborating with all elements of the
health system to determine the funding re-
quirements to implement the National
Strategy and developing a financing plan
to meet those requirements, including the
consistent and continuous delivery of suf-
ficient resources to support services na-
tionwide in accordance with minimum

national standards.



M Assuring that the financing plan includes a
new statutory funding mechanism to pro-
vide substantial and stable federal resources
to support state and local prevention pro-
grams, as well as the provision of necessary
technical assistance to states and localities to
implement the National Strategy and meet
their local responsibilities.

B Including reasonable matching and main-
tenance-of-effort formulas in the financing
plan that define and ensure adequate fed-
eral, state, and local funding of wellness
and prevention efforts.

3. TOOLS AND KNOWLEDGE NEEDED FOR IMPLEMENTING
THE NATIONAL HEALTH AND PREVENTION STRATEGY

As part of the National Health and Prevention
Strategy, the federal government should de-
velop and operate a comprehensive informa-
tion and assessment system to provide public
agencies and private actors the best possible in-
formation about: (1) the health status of pop-
ulations throughout the country; (2) priorities
for investment in wellness and prevention; and
(8) the effectiveness of proposed and imple-
mented interventions in preventing adverse
health outcomes. In order to achieve this out-
come, the strategy should require that:

B The U.S. Centers for Disease Control and
Prevention’s (CDC) disease surveillance sys-
tems be modernized to better share data

with other federal, state, and local govern-
mental and non-governmental partners,
and to take advantage of the potential of
electronic health records to produce more
robust and timely information that can be
used to understand chronic, infectious, and
environmental health problems, and detect

emerging problems.

B The federal government should adopt a
philosophy and practice of transparency
and commit itself to the rapid sharing of
health information with all public and pri-
vate partners in the health system, consis-
tent with legitimate privacy and national
security concerns.

4. ELIMINATE HEALTH DISPARITIES

The social determinants of health include ed-
ucation, income, housing conditions, occupa-
tion, race, ethnicity, social connectedness, and
place of residence. To address health dispari-
ties, the federal government should:

M Provide leadership to make eliminating
health disparities a central aim of both the
National Health and Prevention Strategy
and the public health system itself;

M Invest in the data collection and analysis re-
quired to understand the basis for health
disparities and develop and fund effective
interventions to reduce them; and

M Develop a priority list of significant socioe-
conomic, racial, and ethnic disparities as-
sociated with the major chronic diseases;
develop specific goals, strategies, and ac-
tion plans to reduce them; and report an-
nually on progress and obstacles.




5. CHRONIC DISEASE

Many chronic diseases are, to a substantial de-
gree, preventable. However, many of the
known strategies to help people prevent
chronic disease are not receiving the resources
or prioritization needed to be effectively im-
plemented. The federal government should
take action to address specific chronic disease

problems, including the following:

Financing Prevention of Chronic Disease

B Problem: The health care finance system
shortchanges the funding of preventive
health care services, such as obesity coun-

seling, early screening, and immunization.

B Objective: Comprehensive coverage of pre-
ventive health care services should be in-
cluded in all federal- and state-financed
health insurance programs and be a cen-
tral aim of broader health care finance re-
form. Additionally, coverage for such
services should be provided without a co-
pay or deductible.

Screening for Early Detection and Prevention

B Problem: Health screening is a proven and
effective way to reduce the health burden
of chronic disease, but it is not practiced
to the extent it must be to achieve its full
potential.

M Objective: The federal government, in col-
laboration with state and local health offi-
cials, should lead a national campaign to
increase screening for major chronic dis-
eases, focusing on such high-priority pre-
vention opportunities as mammography
screening, blood pressure and cholesterol
testing, and colorectal cancer screening. As-
sociated with any campaign to increase
screening must be assurances that those
needing treatment are linked to care.
Changes in laws, regulations, contracts, and
reporting requirements will be necessary.

Preventing Tobacco Use

M Problem: Tobacco remains the single most
preventable cause of death and disease in
the United States, and despite recent
progress, kills more than 400,000 people
annually.!*?

M Objective: The federal government should
provide stronger leadership to reduce smok-
ing and its health consequences by fully fund-
ing comprehensive state tobacco control
programs, raising taxes on tobacco, and em-
powering the Food and Drug Administration
(FDA) to regulate tobacco products. Local
and state governments have already shown
strong leadership in this area.

Reducing Obesity, Overweight, and Physi-
cal Inactivity

B Problem: Though obesity, overweight, and
physical inactivity are closely linked with the
most common threats to longevity and
quality of life, including cardiovascular dis-
ease and stroke, diabetes, hypertension,
and some cancers, they are not a priority at
the national level and a coherent, effective
prevention strategy is lacking.

B Objective: The federal government should
engage all stakeholders in a concerted na-
tional effort to provide individuals the tools
they need to reduce obesity, overweight,
and physical inactivity, and their health con-
sequences. This effort would include pro-
motion of expanded physical and health
education, as well as healthier nutrition poli-
cies, in schools, day care, and after-school
settings; readier access to wellness programs
in the workplace and elsewhere; a healthier
built environment; better information in
the marketplace about the caloric and nu-
tritional content of foods; and changes in
laws, regulations, rules, and reporting.



6. ENVIRONMENTAL HEALTH

The interaction between human beings and
chemical, biological, and physical hazards in
the natural and man-made environment is
one of the primary determinants of health
and the cause of increased risks of cancer,
birth defects, childhood development prob-
lems, asthma, and neurological disease, all of
which inflict significant suffering and eco-
nomic costs reaching billions of dollars.

At the federal level, environmental risks are
now addressed in a piecemeal fashion by nu-
merous agencies, without a clear focal point
for leadership, development of the knowledge
needed to understand risks, and action to re-
duce risks. As aresult, the federal government
is falling far short of what it could do to protect
people from environmental hazards and pre-
vent disease, disability, and death. Addition-
ally, state and local governmental agencies are
not able to work effectively and in a coordi-
nated fashion with the federal government to
protect their residents. Actions in the follow-
ing areas will help address these problems.

Providing Leadership on
Environmental Health

B Problem: The lack of a focal point for na-
tional leadership on environmental health
undermines the effectiveness and account-
ability of the federal effort, as well as coor-
dinated efforts among federal, state, and
local governments, and impedes progress in
reducing risks and protecting the health of
Americans.

B Objective: The federal government should
strengthen its leadership by designating a
single official as the President’s environ-
mental health leader with responsibility to
develop an overall environmental health
strategy (including measures of progress),
coordinate among agencies on imple-
mentation of the strategy, and report to
Congress and the public biennially on the
state of environmental health and the
progress achieved.

Building Knowledge of Environmental
Health Problems and Solutions

B Problem: The establishment at CDC of the
National Environmental Public Health
Tracking Program was an important step in
the right direction, but health agencies, busi-
nesses, and individual citizens still lack the
knowledge they need to understand and pre-
vent environmental health problems.

B Objective: The federal government should
build on the Tracking Program and its many
other disease surveillance and biomonitor-
ing programs and transform them into a 21st
century system for detecting environmental
hazards — a system capable of discovering
hazards in real time and making the infor-
mation available promptly, in usable form to
all who need it to protect health. Addition-
ally, a broader research agenda is needed to
improve our understanding of environmen-
tal risks to health.

Taking Action to Protect Health

B Problem: The federal government is chroni-
cally slow in acting to address environmen-
tal health problems.

B Objective: The President’s environmental
health leader, in collaboration with federal
agencies and their state and local counter-
parts, should identify the ten most signifi-
cant environmental health hazards and
opportunities to reduce risk, set specific
goals, and establish action plans for reduc-
ing those risks, and report biennially on
progress and obstacles. Adequate funding
must accompany these actions.

Addressing the Built Environment

B Problem: Conditions in the built environ-
ment - including homes, workplaces,
transportation systems, playgrounds, and
other public spaces — profoundly affect
rates of illness and injury and levels of
stress among children and adults in ways
that are just beginning to be understood.




B Objective:

ments, urban planners, transportation ex-

Bring public health depart-

perts, manufacturers, developers, and the

7. INFECTIOUS DISEASE

The HIV/AIDS epidemic that emerged in
the 1980’s, and the present, very real threat
of a devastating pandemic influenza remind
us that infectious disease remains a major
health problem in the U.S., not to mention
having three infectious diseases — influenza,
pneumonia, and septicemia — still among the
top ten causes of death. We know through
long experience what works to prevent in-
fectious disease, and we have many of the
tools that are needed, such as surveillance,
immunization, and antibiotics, but we have
neither fully deployed the tools we have, nor
invested sufficiently, to keep up with the dy-
namic and persistent problem of infectious
disease in our globalized society.

It is critical that the federal government act
decisively to improve the prevention and
containment of infectious disease by bolster-
ing its efforts in at least three areas.

Early Detection of Outbreaks and Emerg-
ing Infectious Diseases

M Problem: CDC coordinates and supports
more than 100 national surveillance sys-
tems that are implemented primarily by
state and local health officials, and that are
characterized by poor sharing of informa-
tion among the systems and delays in re-
porting results to those who need the
information in a timely fashion.*® These
systems are also characterized by inade-
quate funding, making it difficult to pro-
tect the public’s health.

M Objective: The Secretary of HHS, working
through CDC and in close partnership
with state and local health departments,
should drive the integration and modern-
ization of infectious disease surveillance to
take advantage of important new disease

community together to prevent and solve
environmental health problems, and pro-
vide adequate funding to do so.

detection and information technologies,
such as electronic lab reporting and elec-
tronic health records to deliver high-qual-
ity information on a timely basis to people
who can use it to prevent disease.

Childhood and Adult Immunization

M Problem: Vaccination is among the most ef-
fective tools to prevent infectious disease, but
many children and adults do not receive rec-
ommended vaccinations due in part to in-
creased costs and barriers to access.

M Objective: The federal government should
fully fund all of CDC’s immunization pro-
grams and take other actions needed to
improve access and motivate people to
seek vaccination, with the goal of achiev-
ing 100 percent vaccination rates among
all Americans.

Pandemic Influenza Preparedness

M Problem: Many experts consider a future in-
fluenza pandemic to be inevitable and pan-
demic preparedness to be essential to the
nation’s health and economic well-being.
This requires sustained federal leadership
and strategic investment of adequate re-
sources to meet the preparedness need.

B Objective: The federal government should
update as needed, fully fund, and promptly
carry out the President’s National Strategy
for Pandemic Influenza Implementation
Plan, and it should step up its investment in
vaccine and anti-viral drug development
and supply to be able to more rapidly vac-
cinate and treat the population should a
pandemic occur. The federal government
should also ensure that state and local gov-
ernments have the capacity to deliver these

countermeasures.



8. HEALTH DISASTER PREPAREDNESS

The September 11 attacks, Hurricane Kat-
rina, and the ongoing threat of bioterrorism
make clear the need to be prepared for the
public health consequences of extraordinary
events. Failure to prepare can turn a health
crisis into a health catastrophe resulting in
human suffering and economic losses that

could have been avoided.

Congress and the President have recognized
this fact, as evidenced by the passage of the
Public Health Security and Bioterrorism Act
of 2002 and the Pandemic and All-Hazards
Preparedness Act of 2006 (“All-Hazards
Act”). The challenge now is to ensure that
federal, state, and local preparedness efforts
are continuously and adequately funded and
well implemented, with particular attention
to preparing the public health workforce, de-
veloping and stocking needed technology
and equipment, and fully involving all levels
of government and all elements of the com-
munity, in the context of clearly defined per-
formance standards, so that all Americans
are equally protected.

Leadership and Accountability

B Problem: In our highly decentralized sys-
tem of federal, state, and local health
agencies, national leadership and action
are essential to ensure disaster and emer-
gency threats are well-assessed and stan-
dards for preparedness are set. As
Hurricane Katrina illustrated, this is not al-
ways the case.

B Objective: Designate a single official within
HHS to be responsible, accountable, and
fully empowered to plan and coordinate
implementation of the National Health Se-
curity Strategy called for in the All-Hazards
Act. This official should either perform or
oversee all the preparedness-related activi-
ties of the new Assistant Secretary for Pre-
paredness and Response, the Assistant
Secretary of Health, and all other compo-
nents of HHS. Further, he or she must en-

sure the needed coordination and integra-
tion across all the agencies that have a role
to play.

Surge Capacity and the Workforce

B Problem: Emergencies place great strain
on an already over-stretched public health
workforce, which, due to chronic under-
funding, struggles to meet routine public
health needs and remains in most locali-
ties ill-prepared to respond to major
health disasters.

B Objective: The tederal government should
strengthen the regular public health work-
force by fully funding and implementing
the workforce enhancement provisions of
the All-Hazards Act and provide for a sup-
plemental, volunteer workforce trained to
assist in large-scale emergencies by en-
hancing recruitment, training, and reten-
tion of volunteer medical personnel in the
National Disaster Medical System and the
Medical Reserve Corps.

Technology and Equipment

B Problem: Early detection and containment
of disease outbreaks associated with acts of
bioterrorism or natural disaster is critical to
minimizing the harm done to health and
the economy, but demands increasingly so-
phisticated surveillance strategies, including
improved diagnostics, more real-time re-
porting systems, and greater coordination
and computer connectivity, as well as effec-
tive countermeasures, such as vaccines, and
treatment drugs.

M Objective: The federal government should
fully fund and implement the Biomedical
Advanced Research and Development Au-
thority (BARDA), as authorized in the All-
Hazards Act, and bolster the Strategic
National Stockpile of medicines and equip-
ment needed to respond to emergencies
through research, development, produc-

tion, and acquisition of needed items.




Involving the Community in Preparedness Planning

M Problem: Emergency preparedness requires
the attention and involvement of thousands
of government agencies at all levels and
working relationships with a wide array of
business and community groups, but this re-
quires new and more effective means of
communication and outreach and a partic-
ular focus on vulnerable populations.

CONCLUSION

With a renewed commitment to prevention
and a revitalized public health system, Amer-
ica can fulfill the vision of becoming the
healthiest nation in the world, reaping enor-
mous benefits in personal well-being and
economic security. Though this vision will ul-
timately be achieved at the individual, fam-

ily, and community level, it requires the

B Objective: The federal government should
make active community involvement a cen-
tral pillar of its preparedness strategy and
planning process and support the efforts
of states and localities to develop innova-
tive methods for involving and collaborat-
ing with all segments of the community.

active participation of all stakeholders and
sustained leadership and action at the fed-
eral level. This document offers a template
for federal leadership and action and for the
long-overdue moment when wellness and
prevention are placed at the center of Amer-
ica’s health strategy.




Agenda for Modernizing
Public Health

ACTING TO PREVENT CHRONIC DISEASE - A
WELLNESS AGENDA FOR AMERICA'S FAMILIES

AND COMMUNITIES

Background and Need for Action

In sheer magnitude of impact, chronic disease
is America’s number one health problem, en-
compassing five of our top six causes of death -
- heart disease, cancer, stroke, chronic
obstructive pulmonary disease, and diabetes.
In addition, Alzheimer’s disease and other
chronic conditions affecting mental health
contribute significantly to the nation’s chronic
disease burden. All together, chronic disease
today accounts for about 70 percent of all
deaths in the United States, inflicts untold dis-
ability and suffering, and consumes three-quar-
ters of the $1.7 trillion our nation now spends

on health care each year. !4 145 146,147, 148

The effects of chronic disease have a pro-
found impact on America’s families and com-
munities. If current trends continue, it is
estimated that one in three U.S. children will
become diabetic and be at increased risk of
nerve and kidney damage, heart disease, and
blindness.'*¥ Breast cancer now strikes almost
180,000 women annually and kills 40,000.1%0
Research is also beginning to indicate that car-
diovascular disease and diabetes may be risk
factors for Alzheimer’s, a disease that already
cripples so many Americans. And, as it stands
today, the toll taken by chronic disease will
only grow as our population ages.

As chronic disease robs more Americans of
their lives (and their quality of life), it is also
wreaking havoc on our nation’s economy.
Today, it is claiming an ever-growing share of
health care spending and also poses a threat
to the future of Medicare. Even more, the
soaring costs of chronic disease are damag-

ing local economies and the competitiveness
of American business. In one state alone, In-
diana, the cost to employers of tobacco-re-
lated illness is estimated to have exceeded
$100 billion in new business investment and
175,000 jobs, as companies seek to locate
where health costs are lower, often meaning

overseas.!5!

For all the destruction caused by chronic dis-
ease, to a substantial degree, most are pre-
ventable. While genetics and uncontrollable
environmental factors clearly play a role, per-
sonal choices, individual lifestyle decisions,
the man-made social environment, and the
failure to implement known prevention meas-
ures are among the highest risk factors of
chronic disease. For example, smoking, the
single most preventable cause of death and
disease in the U.S., causes 440,000 premature
deaths annually.’®? The recent success of
smoking cessation programs demonstrate that
rates of smoking, especially among the young,
can be reduced, thus saving lives.

Despite these well-recognized facts, our na-
tion’s health system and policy debates con-
tinue to focus principally on the delivery and
financing of treatment services; not the fact
that America today invests less than 5 percent
of'its resources in chronic disease prevention
activities. At the state level, however, this is
beginning to change.

In direct response to the economic impact
chronic disease is having in Indiana, the state’s

governor has launched the innovative IN-
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Shape Indiana program to combat obesity and
smoking."® Similarly, California and other
states that are moving toward universal health
coverage are recognizing that wellness and
prevention are essential elements of any eco-
nomically sustainable health strategy. Never-
theless, the scant attention given to prevention
persists at the federal level. As a result, Amer-
ica is missing a great opportunity to improve
both the well-being of our citizens and our
economy by delaying the onset of, or prevent-
ing altogether, disabling and often fatal
chronic disease.

Ultimately, the success of wellness and preven-
tion initiatives is determined by individuals,
families, and their communities. However, the
federal government can move wellness and
prevention to the center of our nation’s health
strategy and help ensure that Americans have
the knowledge they need to lead healthier lives.
To achieve this, the federal government, acting

Financing Prevention

Investing resources in wellness and prevention
is the critical first step. There is substantial ev-
idence that prevention programs can work to
reduce the risk of chronic disease and the as-
sociated burden of suffering, disability, and
drain on the health finance system. As noted,
our nation invests relatively little to develop
and implement population-based, chronic dis-
ease prevention programs, and we do not have
adequate mechanisms to cover the costs of
wellness and preventive health care programs
for individuals. The federal government
should take the following actions to help ad-
dress these needs:

M Substantially increase at the federal level the
conduct and dissemination of systematic re-
search and analysis to support effective
chronic disease prevention programs and set
priorities for prevention efforts, particularly
those that operate at the community level.

M Increase funding through the Centers for Dis-
ease Control and Prevention (CDC) of high-
priority, effective state and local prevention

through the Secretary of Health and Human
Services (HHS), and with the full support of
Congress, should lead, develop, and imple-
ment a National Health and Prevention Strat-
egy (National Strategy).

A successful National Strategy would bridge
the growing divide between the delivery of in-
dividual health care services and the efforts of
public health agencies to protect the popula-
tion as a whole. Achieving this would require
integrating and bolstering the wellness and
prevention efforts of all federal and state
health services. This, in turn, would require
new funding mechanisms as well as the cre-
ation of additional capacity for information
collection and assessment. However, govern-
ment action alone will not be sufficient. To
achieve its goals, a National Strategy must also
schools, businesses,

involve community

groups, and other stakeholders.

programs that strengthen the capacity of pub-
lic health departments and their community
partners to deliver prevention services.

M Include comprehensive preventive health
services, such as obesity, nutrition, and phys-
ical activity counseling, and smoking cessa-
tion programs, in federal employee health
insurance programs and in Medicaid and
Medicare. Encourage business and non-

profit organizations to do the same through

tax incentives or other means.

B Require that coverage of preventive services
with no co-pays or deductibles be a central
objective of any federal reform of the
health care finance system.

M Encourage states that are moving toward
universal health coverage to provide for pre-
ventive services as part of the health care de-
livery system and through increased support
of the wellness and prevention programs
provided by public health agencies.



Screening for Early Detection and Prevention

CDC has identified health screening as a vital
factor and proven-effective intervention for
preventing and reducing the burden of
chronic disease. For this reason, the federal
government should take the following steps

to increase screening:

B Work in close collaboration with state and
local health officials to develop a national
plan to increase screening for the major
chronic diseases, including financing to im-
prove capacity and access. This plan should
also use social marketing campaigns to en-
courage mammography screening, blood
pressure, blood cholesterol, colorectal can-
cer screening, and other similar measures.
Associated with any campaign to increase
screening must be assurances that those

needing treatment are linked to care.

Preventing Tobacco Use

Tobacco remains the single most preventa-
ble cause of death and disease in the United
States and must continue to be a principal
public health priority. Immediate action is re-

quired to:

M Raise federal and state excise taxes on to-
bacco products to deter smoking and fi-
nance tobacco control programs and
other public health measures;

M Fully fund all state comprehensive tobacco
control programs, including school-based

B Ensure full and effective delivery of Med-
icaid’s child health component, known as
the Early and Periodic Screening, Diagno-
sis, and Treatment (EPSDT) program, and
provide assurance of similar services for
children served by the State Children’s
Health Insurance Program.

B Develop incentives through regulation
and other means for private insurance
plans to provide these preventive benefits
with minimal or no co-pays ordeductibles.

M Harness electronic health records to im-
prove monitoring of preventive measures in
clinical settings and promote adherence by
clinicians to preventive services guidelines.

programs and public education cam-
paigns, at the minimum level recom-

mended by CDC;

B Support states and localities in their efforts
to enact comprehensive smoke-free work-
place laws; and

B Pass legislation empowering and directing
the Food and Drug Administration (FDA) to
regulate tobacco products in order to reduce
their harmful and addictive properties and
prevent their marketing to children.

Addressing Cancer, Heart Disease, and Diabetes

Chronic diseases cause 70 percent of deaths in
the U.S., and are responsible for three-quar-
ters of health care spending.!?*15.156.157 [n ad-
dition, one in every two men and three women
will develop cancer, and one in four Americans
has heart disease. 158 159. 160 These and other
data remind us that, while screening is a nec-
essary component to prevent additional dis-
ease burden, we must also respond to the fact
that millions of Americans are sick today. Op-
portunities exist to improve quality of care and

limit disease progression and complications
that need to be explored by developing and
implementing new programs and policies. For
example:

B Using surveillance systems to monitor and
ensure quality care is delivered to those liv-
ing with chronic diseases. Two examples of
use of surveillance to improve care are the
monitoring of hemoglobin A1C levels for di-
abetes or viral load of HIV.




Reducing Obesity, Overweight, and Physical Inactivity

Obesity, overweight, and physical inactivity are
closely linked with many of the most common
and significant threats to longevity and quality
of life, including cardiovascular disease and
stroke, diabetes, hypertension, and some can-
cers. Because of this, reducing obesity and
overweight, and increasing physical activity, is a
high public health priority and merits substan-
tially greater effort and attention at the federal
level, including:

M Better coordination of federally-funded re-
search concerning obesity to improve un-
derstanding of its biological, behavioral, and
social causes and devise workable interven-

tions to reduce the problem.

M Inclusion of obesity and nutrition counseling,
as well as screening for obesity and its related
chronic conditions, in federal employee
health insurance programs and Medicaid.

B Expansion of federal government employee
wellness programs and encouragement of
their adoption by private employers.

M Purchase of healthier foods and raising of
nutrition standards for all government
food assistance programs and for food sold
in schools.

B Expansion of physical activity and access to
healthy foods in school and after-school
settings, and incorporation of nutrition
and physical education into “No Child

Left Behind” requirements.

B Improvement in the level and quality of in-
formation that individuals and educators
can use to address obesity and promote
wellness, including:

A Updating food labeling to place more
emphasis on calories;

A Improving the utility of the Food Pyramid

for consumers;

A Requiring the posting of nutrition in-
formation on restaurant menus and

menu boards;

A Improving and expanding social mar-
keting campaigns to reduce obesity; and

A Communicating physical activity guide-
lines to health educators, policy-makers,
and the general public.

M Ensure that a wellness impact statement be
required prior to the construction of new
transportation projects, federally-funded
buildings, and other major federal actions

affecting the built environment.

M Provide economic incentives to state and
local health departments and the private
sector to consider the health impact of the
built environment and to take action to
promote the construction and use of side-
walks, bike trails, playgrounds, and other
features of a healthy community.

Eliminating Social Disparities in Chronic Disease Incidence and Prevention

The social determinants of health include
education, income, housing conditions, oc-
cupation, race, ethnicity, social connected-
ness, and place of residence. The Healthy
People 2010 process at HHS identified three
chronic disease conditions where racial and
minorities serious

ethnic experience

disparities in health access and outcomes:

M Cancer — African-American women are
more than twice as likely to die of cervical
cancer as white women and more likely to
die of breast cancer than women of any
other racial or ethnic group.

M Cardiovascular disease — The rate of death
from heart disease was approximately 30
percent greater in 2000 among African-
American adults than among white adults;
death rates from stroke were 40 percent

higher.
M Diabetes — In 2000, American Indians and
Alaska natives were 2.6 times more

likely to have diagnosed diabetes than non-
Hispanic Whites; African-Americans were
twice as likely, and Hispanics were 1.9 times
more likely to have diagnosed diabetes.



These disparities are profoundly significant
and high
incidence of the diseases and the large

because of the seriousness
populations involved. To the extent these
disparities are caused by socioeconomic sta-
tus or by differences in access to health serv-
ices based on race and ethnicity, they also
violate fundamental principles of social jus-
tice. To address these disparities, the federal
government should:

B Provide leadership to make reducing
health disparities a central aim of the
public health system.

M Continue to use the Healthy People 2010
process to monitor and report on health
disparities and relevant policies and ac-

CONCLUSION

The enormity of the health and economic
stakes involved in preventing chronic disease
demands action. Wellness and prevention are
achieved locally, but the transformation re-
quired to make it a national priority requires
federal leadership and resources. Working in

close collaboration with all stakeholders, public

tions by both public agencies and actors in
the private sector.

M Invest in the research, data collection, and
analysis required to better understand the
basis for health disparities and craft effec-
tive interventions to reduce them.

M Develop a priority list of significant dispari-
ties associated with the major chronic dis-
eases and develop specific goals, strategies,
and action plans to reduce them.

M Fund demonstration projects that address
the social context of health as a means for
improving health outcomes, through CDC’s
REACH Across the U.S. program and other
locally-based vehicles.

and private, the federal government can pro-
mote a new national vision of wellness and pre-
vention, mobilize the needed resources, and
generate the knowledge America needs to
sharply reduce the human and economic bur-
den of chronic disease.
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HEALTHY ENVIRONMENTS FOR HEALTHY
COMMUNITIES — ACTION TO PROTECT
HEALTH FROM ENVIRONMENTAL HAZARDS

Background and Need for Action

The most fundamental elements of our envi-
ronment — air, food, and water — are the build-
ing blocks of human life, but they can also
jeopardize our health if contaminated with
chemical, biological, or other hazards, whether
naturally occurring or man-made. Other ele-
ments, such as the quality of social and built en-
vironments, dangers in the communities where
Americans live, work, and play — as well as the
changing global climate - can have equally pro-
found impacts on the nation’s health. The evi-
dence is staggering:

B As much as 80 to 90 percent of cancer cases
in the United States are related to such en-
vironmental factors as diet, tobacco, alco-
hol, radiation, infectious agents, and

chemicals in air, water, and soil.

M Outdoor air pollutants cause an estimated
50,000 premature deaths and impose
health costs estimated to be as high as $50
billion annually.

M Childhood asthma has more than doubled
over the past two decades, with outdoor and

indoor air quality being major risk factors.

M Mercury, dioxins, and many other persist-
ent chemicals continue to contaminate
food, water, and the breast milk of nursing
mothers at levels that pose significant de-
velopmental and other risks to the fetus
and young children.

M Food-borne illness associated with bacteria,
viruses, and other pathogens routinely shake
public confidence in the food supply.

M Conditions in the built environment, in-
cluding homes, work places, transporta-

tion systems, playgrounds, and other pub-
lic spaces, profoundly affect rates of illness
and injury and levels of stress among chil-
dren and adults in ways that are just be-

ginning to be understood.

M The co-epidemics of diabetes and obesity are
fueled by adverse environments for healthy
nutrition and physical activity such as inade-
quate access to parks, playgrounds, and
trails; long commutes to work and school;
and overabundance of fast-food outlets that
sell mostly unhealthy food amidst poor ac-
cess to outlets for fresh produce.

B Income and other socioeconomic factors cre-
ate disparities in environmental health im-
pacts, as children in sub-standard housing are
at greater risk of lead poisoning, and children
who live close to highways are more likely to
have lung development problems and seri-
ous respiratory disease later in life.

M Rising atmospheric carbon dioxide levels
and higher air and water temperatures
associated with global warming will likely
increase respiratory disease rates, change
the distribution and growth of chemical
and infectious disease agents in air, water,
and soil, and have other currently un-
known and unpredictable impacts on
human health risks.

These and many other environmentrelated
health problems impose significant economic
costs and threaten the security and well-being
of every community. However, because envi-
ronmental health problems are primarily a
product of human activity, they are mostly pre-
ventable. But prevention requires a concerted



response, and the magnitude of the dangers
our nation faces demands decisive action.

Preventing environmental health problems is
no simple task, and it is complicated by the
multiplicity of hazardous agents, exposure
pathways, and potential health outcomes that
must be considered. Health officials, private
business, and average Americans are con-
fronted by literally thousands of chemical, bio-
logical, and physical hazards that are present
in air, water, food, waste, at work, and in many
manufactured products. Some of these agents
are man-made, while some occur naturally, but
they all have the potential to cause a wide range
of adverse effects both acute and chronic, and
ranging from the minor to the severe. The up-
shot is that while the federal government must
take the lead in informing and promoting ac-
tion, it cannot solve environmental health
problems alone. These are community prob-
lems that require community solutions.

The obstacles to reducing environmental
hazards are also compounded by a universe
of competing values and interests. For ex-
ample, man-made chemicals and other po-
tentially hazardous products deliver value to
individuals and society, and efforts to clean
them up or eliminate them impose costs. In
this regard, health officials at all levels are
challenged to assemble the knowledge
needed to target and justify prudent action

Background and Need for Action

Progress on environmental health requires
strong federal leadership and a sound strate-
gic approach based on the core principle of
prevention and wise targeting of efforts and
resources to achieve maximum public health
benefit. As currently structured and operat-
ing, the federal government cannot offer the
strong leadership and strategic direction nec-
essary to effectively protect Americans from
environmental hazards. To do this, the fed-
eral government should:

M Designate environmental health as a crucial
public health priority and commit to achiev-
ing measurable progress in reducing health
risk in social and physical environments and

and provide the strong leadership required
to change the status quo when doing so is
necessary to protect health.

Adding to the complexity is that our nation
has many different regulatory and research
agencies at federal, state, and local levels
charged with addressing environmental health
problems. The Environmental Protection
Agency (EPA) and CDC play key roles, but
they are only two of many federal agencies with

arole in environmental health.

Thousands of state and local agencies, includ-
ing health, environment, and agriculture de-
partments, play critical roles in environmental
health, as frontline generators of knowledge
through surveillance and inspection and as
regulators, acting both as partners with the fed-
eral government and on their own. Also, as
noted, the involvement of citizens, businesses,
and community organizations is a precondition

to solving environmental health problems.

However, it is the federal government that must
provide the national leadership and resources
necessary to create and disseminate necessary
knowledge, and initiate the farreaching action
required to protect all Americans from envi-
ronmental hazards. To meet its obligation, the
federal government should take prompt action
in the following areas:

improving disease outcomes based on effec-
tive prevention and control strategies.

M Strengthen federal leadership by designating
a single official as the president’s environ-
mental health leader, with responsibility for
developing a comprehensive environmental
health strategy (including measures of
progress), coordinating agencies to imple-
ment this strategy, and reporting to Congress
and the public biennially on the state of envi-
ronmental health and progress achieved.

M Bring public health departments, urban
planners, transportation experts, manu-

facturers, developers, and the community




into collaborative efforts to prevent and action to improve environmental health.

solve environmental health problems, and These would include assessments of the im-

provide adequate funding to do so. pacts of decisions related to the built envi-
ronment. This process should include not
M Ensure that environmental health consider- P . .
. ) . . only government agencies, but also busi-
ations are incorporated into national secu- . o

. . . . ness and community organizations.
rity and preparedness planning, including

plans to minimize the health impacts of ter- M Consolidate America’s food safety agencies,

rorist attacks involving biological, chemical, modernize food safety laws, and work closely

and radiological agents. with state and local officials to create an inte-
rated, national food safety system, with a
B Work through CDC to invest in building & . sy
at dlocal v for addressi clear public health mandate, to reduce the

state and local capacity for addressing en-
. pactty . g risk of foodborne illness. A primary objective
vironmental health problems, including a . o .
) . must be to build the principle of prevention
well-trained workforce and up-to-date in- . ., . .
. into the nation’s food production, processing,
formation systems and technology. ) . .
and marketing system. Expand inspection ca-

M Create incentives and provide resources pabilities and strengthen standards for im-

and technical assistance for states and portation of food, as well as ensure safe

localities to perform community environ- agricultural practices and food production in

mental health assessments as the basis for countries from which U.S. food is imported.

Building and Disseminating Knowledge

The political will to act on environmental M Strengthening the biomonitoring program

health problems depends in large part on hav- of CDC’s Environmental Health laboratory

ing a clear understanding of their health and by substantially increasing its funding; ex-

economic consequences. Effective action is panding the role of state and local agencies,

then dependent on identifying the most im- community groups, and the private sector

portant problems and most practical solu- in the planning of data collection and

tions. Only the federal government has the analysis; and integrating biomonitoring re-

capacity to lead the development of such sults with surveillance results to produce

knowledge. Thus, to support the federal gov- more useful information.

ernment’s strengthened leadership role on

. . . M Improving scientific tools and elevatin
environmental health and its capacity to help P . .g . o . 8
- . the priority of investigating disease clusters
communities to solve problems, it should act o o .
. . . as potential indicators of significant envi-
to improve the development and dissemina-

. . . ronmental health hazards.
tion of necessary information by:

B Fully funding and implementing CDC’s Na- M Fostering enhanced safety testing of po-

ional Environmental Public Health Tracking tentially toxic chemicals that are being re-

Program and Tracking Network, as described leased into the environment by actively
in CDC’s August 2006 National Network Im-

plementation Plan, and developing bench-

supporting voluntary public-private initia-
tives, such as the High Production Volume

Chemical Challenge, aggressively usin
marks and performance measures to ensure 8¢ 488 Y 8

that it is fulfilling its mission. the legal tools available under the Toxic

Substances Control Act, and by crafting in-

W Working to better integrate disease surveil- novative new strategies, as illustrated by

lance systems and linking them to electronic
health records so that more robust informa-
tion is available on a timier basis to both bet-
ter detect and understand current and

emerging environmental health problems.

the European Union’s Registration, Eval-
uation, Authorization and Restriction of
Chemical substances (REACH) initiative.



B Continuing to fully fund the National Chil-
dren’s Study, under the direction of the
National Institute of Child Health and
Human Development (NICHHD), as a key
contributor to the environmental health
knowledge base.

M Increasing investment in innovative envi-
ronmental research that addresses such is-
sues as the social determinants of

environmental health including health

disparities based on race, income, and
other societal factors; the impact of envi-

ronment on mental health; and health im-

pacts of the built environment.

B Launching a major new effort to under-
stand and prepare to minimize the health
impacts of climate change.

Building and Disseminating Knowledge

Leadership and knowledge are the basis for
action. Recognizing the range and diversity
of environmental health problems, progress
can best be achieved through concerted ef-
forts to address the most significant prob-
lems. To this end, in addition to continuing
its regular environmental health activities,

the federal government should:

M Identify the ten most significant environ-
mental health hazards and opportunities
to reduce risk, taking into account the
magnitude of the risk and the availability

of interventions to reduce them.

B Set specific goals for reducing risk within
specified time periods and develop and im-
plement action plans to achieve them
through a combination of traditional regu-
latory tools and incentive-based initiatives.

CONCLUSION

Progress in reducing the public health and eco-
nomic burden of environmental health hazards
is necessary and, with concerted and creative ef-
fort, possible. It’s time for our nation to move
beyond the status quo and adopt a more strate-
gic and targeted approach to responding to en-

vironmental health challenges. Doing so

B Making all data and analysis from govern-
ment tracking, surveillance, biomonitoring,
research, and data programs more readily
accessible in a useful form and on a timely
basis to all interested parties, including
health agencies at all levels of government,
community organizations, researchers, and
the public at large.

M Strengthening community right-to-know
laws and aiding in their implementation to
ensure that communities have the knowl-
edge they need to devise locally appropriate
prevention and response strategies.

M Ensure a trained workforce, adequate re-
sources, and clear guidelines, including a
legal framework for action, to build ca-
pacity to undertake remediation of envi-
ronmental hazards.

M Report to Congress and the American peo-
ple biennially on progress and obstacles to
achieving the goals.

M Make the prevention of adverse health im-
pacts an integral component of decisions re-
lated to the built
requiring a federal health impact assessment

environment by

in connection with the construction of new
federally-funded transportation and building
projects, and other major federal actions af-
fecting the built environment, and provide
incentives and technical assistance to states

and localities to make similar assessments.

B Work with communities to minimize dispar-
ities in environmental health that are based
on differences in income, class, race, job ex-

posure, and other social determinants.

requires a commitment by the federal govern-
ment to offer new leadership, build and dis-
seminate necessary knowledge, and target
action to reduce risk. By working with the com-
munity, the federal government can help safe-
guard the health of all Americans.
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PREVENTING INFECTIOUS DISEASE --
MEETING THE CHALLENGE OF A GLOBAL
HEALTH AND ECONOMIC THREAT

Background and Need for Action

Infectious disease caused by bacteria, viruses,
and other pathogens continues to pose a mas-
sive threat to public health and social and
economic stability both in the United States
and around the world. Globally, one-third of
all deaths today are linked to infectious dis-
ease. Malaria, measles, and diarrhea remain
leading killers while HIV/AIDS, the world’s
fourth-leading cause of death, is ravaging
economies throughout Africa and Asia.

In the U.S,, killers like malaria, smallpox, polio,
and measles have largely been eliminated as a
result of basic public health measures, such as
improved sanitation, as well as the modern tools
of surveillance, immunization, and antibiotic
treatment. Despite these successes, flu still
claims 50,000 American lives every year, 1 mil-
lion Americans are infected with the HIV virus,
and estimates suggest more than 19 million
Americans are newly infected with a sexually
transmitted disease (STD) each year.

However, the threat posed by infectious disease
goes well beyond the present number of cases
and is being shaped by three unavoidable facts:

1. Infectious disease is inherently dynamic.
New bacterial and viral threats are constantly
evolving and new forms of infection emerge
all the time. Thirty years ago, E. coli O157:H7
and the HIV/AIDS virus were largely un-
heard of. Today, they are recognized as seri-
ous public health problems.

2. Globalization expands the risk of disease
exposure.

With expanded international trade and eco-

nomic integration, Americans increasingly en-

counter people, food, and other goods from

other countries and are often exposed to per-

sistent and evolving infectious disease threats all
over the world. For example, HIV/AIDS is
thought to have originated in Africa, and new
strains of flu virus emerge regularly from Asia.

3. Poverty fosters infectious disease.
Americans who are poor, under-educated, and
under-employed, have poor nutrition, and live
in areas plagued by blight, crime, and risky be-
haviors are more vulnerable to the incidence
and spread of infectious diseases. Such popu-
lations are also less likely to have health insur-
ance and primary health care providers.

Against this backdrop, protecting the health of
Americans depends on our vigilance at home
and abroad, and the capacity of federal, state,
and local health agencies to anticipate, prevent,
and contain infectious disease outbreaks. Ab-
sent this capacity, Americans remain vulnerable
to health disasters of staggering proportions.
Today, an influenza pandemic in the United
States on the scale experienced in 1918 could
afflict 90 million Americans and kill about two
million Americans.16

America’s economic security also hinges on
our sustained vigilance and our nation’s ca-
pacity to rapidly respond to infectious disease
threats. Itis estimated that a replay of the 1918
flu pandemic would now cost the U.S. econ-
omy $683 billion. Recent experiences have
demonstrated that even much smaller infec-
tious disease outbreaks originating overseas can
have drastic economic consequences. For ex-
ample, the 2003 outbreak of severe acute res-
piratory syndrome (SARS) began in Asia,
spread to North America through travel of an
infected individual, and emerged most promi-
nently in Toronto. Three-hundred-seventy-five



cases and 44 deaths occurred in Ontario, but
the economic cost to Toronto due to canceled
travel and conventions and other disrupted
business activity was devastating, amounting to
12,000 lost jobs, $1 billion in 2003 alone, and
two years of a depressed economy.!7: 171, 172, 173
Similarly, in a globalized food system, animal-
borne infections with the potential to cross
over to humans can have devastating economic
consequences, even if the number of human
cases is relatively small. For example, avian flu
has severely damaged the poultry industries in
Vietnam and Thailand and could easily do so
here without the effective prevention and con-
trol measures necessary to maintain public
confidence in food safety. The upheaval in the
U.S. beef industry in the wake of a 1990’s out-
break of E. coli O157 and the damage to
spinach and lettuce growers due to recent out-
breaks reminds us how high the stakes are.

We know from experience what it takes (sur-
veillance, immunization, treatment, and vari-
ous public health measures) to prevent and
contain the spread of many diseases. However,
we too often forget that if America lets its guard
down even past successes can be reversed. Tu-
berculosis (TB) illustrates the point. Through
surveillance, screening, and new antibiotic
treatments, the number of U.S. TB cases was
steadily declining. For all practical purposes,
Americans assumed TB had been beaten. But,
we were wrong. Due to a dismantling of the in-
frastructure for TB care, prevention, and con-
trol, as well as globalization, drug resistance,
and co-infection with other infectious diseases,
new TB cases surged in the U.S. during the
1980s and early 1990s, to a peak of nearly
25,000 in 1993. With renewed efforts, cases de-
clined to fewer than 14,000 in 2006.175
even more virulent strains of extensively drug

Now,

resistant TB (XDR-TB) are circulating globally
and could pose a renewed threat to the U.S. at
a time when funding for TB control at the state
level has been flat or has declined.

Across the board, our nation’s capacity for pre-
venting and containing infectious disease out-
breaks is far less than it must be. It does not
have to be this way. With leadership from the
federal government, America can meet the
new threat posed by infectious diseases by:

B Modernizing and integrating surveillance
systems to rapidly detect, report, and ana-
lyze outbreaks.

B Increasing the supply of critically impor-
tant vaccines and anti-viral drugs that are
chronically in short supply.

B Immunizing all children and adults.

M Advancing research and development of
new and improved diagnostics, drugs, and
vaccines.

M Expanding public access to the care nec-
essary to prevent the spread of HIV/AIDS
and other infections.

M Funding the state and local governmental
workforce that identifies these diseases,
tracks their movement through communi-
ties, provides treatment, contact tracing,
and follow-up care, and works to prevent
further infection.

America cannot create the capacity necessary
to prevent and contain infectious outbreaks
absent a sustained commitment by policy-
makers. Leadership to maintain global vigi-
lance and build the human and technical
capacity for prevention must come largely
from the federal government.

Strengthening Surveillance and Outbreak Response

Preventing and containing infectious disease
hinges on robust surveillance to detect out-
breaks and the capacity to respond to them.
Both require effective reporting and active sur-
veillance mechanisms, laboratory capacity, and
investigative resources. Without these, it is im-
possible to contain outbreaks, discover root
causes, and devise preventive measures. Addi-
tionally, because infectious disease respects no

border, our surveillance and investigation ca-
pacity must be global in its scope.

In the U.S., infectious disease surveillance and
outbreak response is implemented primarily by
state and local health agencies and health care
providers, with the CDC playing a coordination
and support role. Significantly, CDC also plays
a key leadership role internationally, working




with the World Health Organization (WHO),
regional health bodies, and national govern-
ments to provide training, expertise, and direct
support to surveillance activities and major out-
break investigations.

To strengthen these efforts, the federal gov-
ernment should:

M Develop and implement, in close collabo-
ration with state and local health agencies,
a national strategy to modernize domestic
surveillance systems and ensure the best
use of surveillance resources.

M Promote the integration of current sur-
veillance systems where possible, including
the sharing of data among systems, the use
of Internet-based data entry, the introduc-
tion of automated electronic laboratory re-
sults reporting, and encourage the use of
electronic health records to simplify and
enhance public health surveillance.

M Develop a financing plan and funding mech-
anism to ensure that all states and localities
can achieve a minimum acceptable standard

Pandemic Influenza Preparedness

The inevitability of a global influenza pan-
demic makes preparedness fundamental to
our nation’s health and economic well-being.
Much effort is underway at government
health departments nationwide, but true pre-
paredness requires sustained leadership by
the federal government. Broadly, the federal
government should update as needed, fully
fund, and promptly carry out the President’s
National Strategy for Pandemic Influenza Im-
plementation Plan.

More specifically, priority action should be
taken to:

Strengthen International Collaboration

M Strengthen international surveillance sys-
tems and working relationships to better
identify and respond to flu outbreaks.

Support Medical Interventions

Ml Develop a Pandemic Vaccine Research and
Development Master Plan that clearly assigns
leadership and accountability for ensuring an
adequate supply of vaccines for seasonal and

of surveillance capacity, including a well-
trained and equipped workforce and ade-
quate laboratory capacity.

M Consistent with national security and legiti-
mate privacy concerns, promote transparent
and rapid data sharing so that federal, state,
and local officials, and other stakeholders,
can take full advantage of disease surveil-
lance investments.

M Bolster CDC’s international leadership role
in improving global disease surveillance by
providing the resources necessary to sup-
port the development of key regional and
disease-specific surveillance systems.

M Develop a world-wide “network of net-
works” to foster more rapid information
sharing and early detection of emerging
threats, making it a national priority.

M Improve CDC’s contribution to interna-
tional outbreak assistance by strengthen-
ing its operating procedures, human
resources, and laboratory capacity.

pandemic flu, and the development of inno-
vative new vaccines, with the ultimate goal of
developing a universal flu vaccine that can
prevent all strains of the virus.

M Accept shared responsibility for containing a
pandemic globally by replacing the current
goals from the U.S Department of Health
and Human Services (HHS) (enough supply
for the U.S. population within six months of
the onset of an influenza pandemic) with a
far more ambitious goal for the production
of a pandemic vaccine.

M Streamline the Food and Drug Admini-
stration’s (FDA) licensing process for flu
vaccine, increase seasonal flu vaccination
rates, and create added capacity for vaccine
manufacturing and distribution.

M Implement at CDC a nationwide, real-time
system to track the use, safety, and effec-
tiveness of vaccines and foster the most ef-
ficient use of available vaccine supplies.



M Increase the amount of federally funded an-
tiviral medication in the Strategic National
Stockpile (SNS) to be able to treat 25 per-
cent of the U.S. population, and enhance
the SNS to include sufficient masks and res-
pirators, gloves, syringes, and other critical
medical supplies, including chronic disease
medications that may be in short supply dur-
ing a pandemic. Consideration should also
be given to making shelf-life extensions
available for certain pharmaceuticals owned
and managed by states as part of their emer-
gency stockpiles to reduce potential waste
and increase availability of critical materials.

M Address problems related to medical surge
capacity, including identifying alternative

Foster Community Preparedness

M Engage schools, businesses, community-based
service organizations, and other stakeholders
in planning for implementation of non-med-
ical interventions to prevent and contain an in-
fluenza pandemic, including school and
business closings, isolation, and quarantine. A
particular focus should be on vulnerable pop-
ulations whose additional needs during a pan-
demic should be anticipated.

B Fund and implement a multi-lingual, cul-
turally-appropriate risk communications
strategy well in advance of a pandemic.

Immunization

Immunization through vaccination of chil-
dren and adults is effective as a means to pre-
vent some of the most serious infectious
diseases and should remain a public health
priority. To ensure that the benefits of im-
munization are fully realized, the federal gov-
ernment should:

M Fully fund all of CDC’s immunization pro-
grams and take other actions to improve
access and public support for vaccination,
with the goal of achieving a 100 percent
vaccination rate among all Americans.

B Take other specific steps to achieve 100
percent immunization, including:

A Expand access through the Vaccines for
Children Program;

sites for triage and care, and health care
worker protections (such as vaccination)
and other incentives to stay on the job
(such as adequate and affordable insur-
ance coverage).

M Develop cost-effective, easy-to-use, point-
of-care diagnostics to speed diagnosis and
ensure appropriate care. This is also key
to meaningful, real-time surveillance.

B Create an emergency health benefit to ensure
that the public receives needed countermea-
sures and care in an influenza pandemic (or
similar public health emergency) regardless
of their insurance coverage.

B Harmonize communications among layers
of government and among sectors of soci-
ety and conduct joint exercises to better
understand roles and responsibilities in a
pandemic emergency.

B Confront “diminished standards of care,”
and resolve liability issues and other con-
cerns related to health care that are antici-
pated during a pandemic and communicate
about these problems with the public.

A Require insurers to cover all Advisory
Committee on Immunization Practices
(ACIP)-recommended vaccinations with-
out deductible or co-pay;

A Expand public education and awareness
to promote childhood vaccination;

A Make immunization a prerequisite con-
dition for pre-school-age child care; and

A Enhance the development and use of elec-
tronic immunization registries to monitor
progress and target interventions.

M Foster the development of innovative new
vaccines by directly funding research and
by strengthening regulatory and economic
incentives for private-sector investment in
vaccine research and development.
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Antibiotic Resistance

Antibiotics are an essential weapon in the fight
against infectious disease. However, the natu-
ral evolution of resistance in bacteria to many
antibiotics undermines their effectiveness. For
example, some strains of the foodborne
pathogens Salmonella and Campylobacter are
now resistant to multiple antibiotic drugs. To
address this growing problem, the federal gov-
ernment should:

Preventing HIV/AIDS

Despite significant advances in prevention,
early diagnosis, and treatment, HIV/AIDS re-
mains a serious public health problem in the
United States. More than one million people
are living with HIV, but roughly one quarter of
them are unaware of their infection. Thus,
continued vigilance and stepped up efforts to
prevent and treat the disease are critical pub-
lic health priorities. Specifically, the federal

government should act to:

M Significantly enhance early diagnosis of
HIV positive individuals by:

A Educating the public on the value of
HIV testing;

A Incorporating HIV testing as a routine part
of care in traditional medical settings; and

A Implementing new models for diagnosing
HIV infections outside medical settings, in-
cluding the use of rapid testing methods,
to make testing more accessible.

CONCLUSION

Reducing, and in some cases eradicating, in-
fectious diseases is one of the American pub-
lic health system’s greatest triumphs. It also
remains one of our nation’s most important
challenges as our past success has too often
been allowed to foster complacency. We

M Strengthen strict FDA oversight of the use
of antibiotics in animal production to min-

imize the development of resistance.

B Develop incentives and standards to minimize
overuse of antibiotics in clinical settings, and
increase awareness about appropriate use
among practitioners and the public.

M Provide regulatory and economic incentives
for the development of new antibiotics by
the pharmaceutical industry.

M Reinvigorate behaviorally-based HIV pre-
vention programs that are targeted to in-
dividuals and communities at risk.

M Fund broad access to proven preventive in-
terventions in public health and health
care settings, including use of condoms

and clean syringes.

M Support enhanced research into anti-HIV
vaccines and other preventive measures

such as microbicides.

M Ensure access to treatment for all unin-
sured persons with HIV in the U.S. and en-
sure treatment through appropriate

expansions of HIV-specific and public

insurance programs.

M Support continuation and expansion of
U.S. support for global programs to pre-
vent and treat HIV.

must build on what we have learned about
surveillance, immunization, and treatment.
This is a challenge we can meet if our leaders
renew America’s commitment to public
health, mount sustained efforts, and do what
we know works to prevent infectious disease.



Agenda for Modernizing
Public Health

DISASTER PREPAREDNESS AND EMERGENCY
RESPONSE -- BUILDING THE CAPACITY OF
THE PUBLIC HEALTH SYSTEM

Background and Need for Action

The September 11 attacks, Hurricane Kat-
rina, the potential of pandemic flu, and the
ongoing threat of bioterrorism make clear
the need to be prepared for the public
health consequences of extraordinary
events. Failing to prepare can transform a
crisis into a health disaster and lead to
human suffering and economic losses that
could have been avoided.

The federal government recognizes this fact,
as evidenced by the passage of the Public
Health Security and Bioterrorism Act of 2002
and the Pandemic and All-Hazards Pre-
paredness Act of 2006 (All-Hazards Act). In
the All-Hazards Act, Congress directed the
Secretary of Health and Human Services
(HHS) to, among other things, develop a Na-
tional Health Security Strategy to integrate
public and private medical capabilities with
other first responder systems and bolster the
emergency response capacity of federal,
state, and local health agencies.

The All-Hazards Act affirms the fact that, to
be truly effective, public health preparedness
and emergency response planning must be
community undertakings. While the federal
government can — and must — provide critical
leadership and financial support, America’s
success in preparing for, and responding to,
emergencies hinges on public-private collab-
oration in every city and town and will ulti-
mately succeed or fail locally.  While
considerable progress has been made, much
remains to be done to achieve an acceptable

level of preparedness on a consistent, sus-
tained basis nationwide.

Today, some 3,000 state and local agencies
share the responsibility of providing the vital
public health services that are fundamental
to effective emergency response. These
agencies are so chronically under funded
that they often lack the human resources,
laboratory capacity, and other tools neces-
sary to perform their routine work. Now
they are being asked to prepare for the ex-
traordinary demands they may face in a dis-
aster or other emergency.

Since 2002, Congress has appropriated about
$1 billion annually for public health pre-
paredness purposes, although funding for
state and local preparedness activities has de-
clined significantly over the past several years.
These resources and the efforts of many state
and local officials made a positive difference
in preparedness planning, training, and ex-
ercising; building necessary stockpiles of vac-
cines and other medical supplies; building
laboratory and surveillance capacity; vacci-
nating atrisk populations; and building surge
capacity in hospitals. The pace of progress
varies across the country, however, and, across
the board, much more needs to be done.
Strong federal leadership and sustained and
expanded financing will be required.

The All-Hazards Act offers a useful frame-
work and the tools needed for this effort, but
its promise cannot be fully realized until the
federal government fully funds and imple-
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ments it. In addition, federal policymakers
should address a series of other priorities:
leadership and accountability; surge capacity
and the workforce; technology and equip-
ment; and broader partnerships with the

Leadership and Accountability

In a public health system as decentralized as
ours, national leadership is essential to ensure
that disaster and emergency threats are prop-
erly assessed and that standards for prepared-
ness are set and maintained. At the same
time, state and local governmental leadership,
supported by sufficient federal funding, is
needed to create and sustain local response
capacity. The system as a whole must be trans-
parent and fully accountable for making the
best use of limited resources. To achieve these
goals, the federal government should:

M Designate a single official in HHS to be re-
sponsible, accountable, and fully empow-
ered to plan and coordinate implementation
of the National Health Security Strategy
called for by the All-Hazards Act; this official
should either perform or oversee all the pre-
paredness-related activities of the new Assis-
tant Secretary for Preparedness and
Response, the Assistant Secretary for Health,
and all other components of HHS. Further,
he or she must ensure the needed coordi-
nation and integration across all the agen-
cies that have a role to play.

M Foster community-based planning, public-
private collaboration, and regional cooper-

public. Some of these issues are addressed
in the All-Hazards Act, but our leaders will
need to build on it if America is to have the
robust preparedness and emergency re-
sponse capacity our nation needs.

ation (such as through the Emergency Man-
agement Assistance Compact) to prepare
for and respond to health emergencies.

M Establish measurable, optimally achievable
preparedness performance standards that
all federal agencies and federally-funded
states and localities should be held ac-
countable for achieving.

M Require regular testing and assessment on

a community-wide basis to measure
progress in satisfying the performance

standards.

M Ensure that the results of such testing and
assessments are easily accessible to policy-
makers and the public in a timely manner.

B Make federal funding of programs contin-
gent on satisfactory progress toward pre-
paredness standards and limit carry-over
funding in states that have failed to meet

this requirement.

M Partner with states to design a stable, long-
term funding mechanism for disaster pre-
paredness and emergency response that
incorporates both federal funds and state

matching funds.



Surge Capacity and the Workforce

Emergencies place a tremendous strain on costs of training, administering, and or-
an already over-stretched public health work- ganizing the volunteer workforce.

force, including first responders, lab person- . .
: M Increase funding and accelerate implemen-
nel, doctors, and nurses, and on the capacity . .
] . . . tation of the Health Resources and Services
of hospitals. Itis thus essential to pay special .. .
) . . Administration’s (HRSA) Emergency Sys-
attention to the surge capacity of the public . )
. . tem for Advance Registration of Volunteer
health workforce and the nation’s hospitals .
o . Health Professionals.

and clinics. To this end, the federal govern-

ment should: M Improve hospital surge capacity by fully
funding and implementing the authority

B Strengthen the federal, state, and local . .

. in the All-Hazards Act to establish partner-

regular public health workforce by fully . . L . .

. . . ships among medical facilities, including

funding and implementing the workforce . . .

. hospitals, clinics, and nursing homes, and

enhancement provisions of the All-Haz- . .

. . state and local governments aimed at im-

ards Act and strengthening incentives for )

. X proving overall preparedness and surge ca-

trained personnel to commit themselves to . . .

. pacity for public health emergencies.
public health and emergency response

roles. M Establish standards in public health

. training and curricula, and incorporate
M Provide for a supplemental, volunteer . L .
. o into accreditation for schools of public

workforce trained to assist in large-scale .
es b h . " . health and other settings where the pub-
emergencies enhancing recruitment, . .
. .g Y . 8 lic health workforce is educated, so that fu-
training, and retention of volunteer med- . .
. . . . ture public health practitioners have the
ical personnel in the National Disaster .
. ) skills and knowledge they need to protect
Medical System and the Medical Reserve ., .
. the public’s health in both emergency and
Corps. Ensure funding to support the . .
day-to-day situations.

Technology and Equipment

State-of-the-art surveillance techniques and ing improved test methods and adequate
ready access to needed vaccines and treat- supplies of reagents.

ment drugs are fundamental to protectin
. 8 . . p 8 B Expand research and development of vac-
the public from acts of bioterrorism, natural . . .
. . . cines, diagnostics, and other countermea-
disasters, and emerging disease threats. . . .
sures by fully funding and implementing
Thus, the federal government should: ’ .
the mandates of the Biomedical Advanced

B Continue working toward modernized sur- Research and Development Authority
veillance systems that are interoperable (BARDA).

among agencies at all levels of government. . . .
M Bolster the Strategic National Stockpile of

B Continue funding for maintenance and medicines, equipment, and lab supplies
resupply of equipment and drugs now in needed to respond to emergencies
use for surveillance and treatment. through research, development, produc-

. tion and acquisition of needed items.
M Improve laboratory capacity to test for

chemical and biological hazards, includ-




Community Involvement

Generating public awareness and understand-
ing of potential emergencies and the role of
federal, state, and local governmental public
health authorities in responding to them is es-
sential to the success of even the bestfunded
initiatives. Business and community groups are
also important players because of their strong
links as service providers or sources of infor-
mation for millions of people. The federal gov-
ernment, together with state and local
agencies, should view the public as a partner in
responding to emergencies and bolster that
partnership by taking actions to:

M Actively reach out to business, community
groups, and other stakeholders, including
the media, to involve them in shaping pre-
paredness and emergency response plans.

B Work with state and local governments to
ensure they have the necessary legal au-
thority and procedures to respond rapidly
to public health emergencies.

CONCLUSION

Human nature makes it difficult to maintain
a steady focus on preparing for future emer-
gencies as memory of the last one fades. The
intensity of recent experiences has brought
a strong response from Congress, but sus-
taining the priority and commitment that
preparedness now enjoys will depend on far-

sighted political leadership and excellent im-

B Modernize risk communication to improve
the dialogue with groups and individual
members of the public, not only to provide
factual information, but to foster coopera-

tive involvement in emergency response.

M Reach out to and better address the spe-
cial needs of vulnerable populations, in-
cluding children, the elderly, and those
with chronic disabling diseases.

M Establish a temporary “state of emergency”
health benefit to encourage the uninsured
or underinsured to obtain proper diagnosis
and treatment in public health emergencies
without regard to insurance coverage.

M Establish stable and secure sources of
funding for state and local governmental
public health departments to facilitate the
development and maintenance of com-

munity involvement.

plementation of preparedness initiatives by
governmental and non-governmental health
agencies in federal, state, and local jurisdic-
tions. The pay-off will come in both reduc-
ing the toll of future disasters and
emergencies and strengthening the overall
capacity of the public health system to meet

the nation’s ongoing health needs.
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