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Executive Summary
The U.S. public health system is a critical driver of progress in improving the 
nation’s health, from reducing infant mortality and controlling infectious 
diseases to increasing life expectancy and promoting healthier lifestyles. 
However, for decades, chronic underfunding has limited the system’s capacity 
to fully address the complex health challenges facing the nation today. 
Despite recent progress in improving data and disease detection systems and 
bolstering the public health workforce through temporary funding measures—
such as those implemented during the COVID-19 pandemic—increased, 
sustained, and flexible investment is urgently needed to modernize public 
health infrastructure, strengthen emergency preparedness, promote health 
equity, and prevent the growing burden of chronic diseases and mental health 
conditions. By investing in public health, policymakers can build on past 
successes, ensure the system’s continued effectiveness, and create a healthier, 
more resilient future for all U.S. residents.

Core federal public health funding, primarily 
allocated through the Centers for Disease 
Control and Prevention (CDC), has remained 
relatively flat over the past decade when adjusted 
for inflation. In addition, the siloed, disease-
specific nature of public health funding streams 
has enabled little investment in cross-cutting 
capabilities. This has significantly limited CDC’s 
ability to support critical programs and initiatives 
at the state, local, tribal, and territorial levels. Key 
areas impacted by insufficient funding include 
chronic disease prevention, infectious disease 
control, environmental health, and public health 
emergency preparedness. Many evidence-based 
programs have yet to reach all 50 states and U.S. 
territories due to resource constraints, hindering 
efforts to address the leading causes of death and 
drivers of healthcare costs.

The Prevention and Public Health Fund, 
established by the Affordable Care Act to provide 
a dedicated funding stream for prevention and 
public health activities, has been repeatedly cut 
and diverted to other purposes. This fund has 
supported crucial investments in every state, such 
as expanding vaccine access, building laboratory 
capacity, and preventing chronic diseases. 
Restoring and protecting this fund is essential 

for supporting evidence-based interventions that 
promote health, reduce health disparities, and 
control healthcare costs.

State and local health departments face significant 
challenges in maintaining and strengthening 
public health infrastructure due to chronic 
underfunding. Workforce shortages, outdated 
technology and data systems, and limited surge 
capacity during crises are among the major issues 
confronting these agencies. The COVID-19 
pandemic exacerbated these challenges, leading to 
high levels of burnout, turnover, and even threats 
and harassment against public health officials. 

Recent initiatives, such as CDC’s Public 
Health Data Modernization and Public Health 
Infrastructure Grant program, represent 
important steps forward in addressing these 
infrastructure gaps. These efforts aim to 
upgrade public health data and technology 
systems, enhance data analytics and visualization 
capabilities, and strengthen the foundational 
capabilities of health departments. However, 
these initiatives require sustained funding and 
long-term commitment to fully realize their 
potential in improving public health decision-
making, outcomes, and equity.

4

ex
ec

ut
iv

e 
su

m
m

ar
y



5 TFAH • tfah.org

For too long, people have taken public health for granted. At its core, 

public health ensures our air and water are clean; our roads are safe; 

our schools, businesses, and restaurants are hygienic; and harmful 

substances and infectious diseases are kept out of communities. 

Public health enables us to be physically active, eat nutritious food, 

and prevent substance misuse. Everyone wants their community to 

be strong, healthy, and safe—this is what public health does for us 

each and every day. For all of these reasons, increased and sustained 

funding for the nation’s public health system is critical.

Anand Parekh, M.D. 

Chief Medical Advisor 

Bipartisan Policy Center

COMPREHENSIVE AND FLEXIBLE INVESTMENT: ESSENTIAL FOR 
EFFECTIVE PUBLIC HEALTH PREVENTION AND RESPONSE 

Chronic diseases, which are largely 

preventable, are a major driver of the 

nation’s $4.5 trillion annual healthcare 

expenditure.1 They not only escalate 

healthcare costs but also impact economic 

growth, with conditions like heart disease 

and stroke costing more than $100 billion 

in lost job productivity annually, according 

to the American Heart Association.2

Investment in a broad range of 

prevention activities is critical for 

maintaining public health, including 

community preparedness and resilience. 

This includes programs across CDC, 

other federal agencies, and at the state, 

local, tribal, and territorial levels.

With six in 10 U.S. adults living with a 

chronic disease3 and the increasing 

frequency and severity of public 

health emergencies, such as extreme 

weather events and infectious disease 

outbreaks, the connection between a 

population’s underlying health and a 

community’s resilience during and after 

a public health emergency becomes 

evident. People with chronic diseases 

or behavioral health conditions are 

at heightened risk of severe illness, 

complications, or mortality during 

infectious disease outbreaks4 or 

natural disasters.5 This emphasizes 

the importance of preventing chronic 

diseases and improving the overall 

health of communities to mitigate severe 

health impacts during emergencies.

An effective public health response 

requires experts from various disciplines, 

including maternal health, children’s 

health, older adult health, behavioral 

health, environmental health, and health 

equity. Investing in programs that address 

health disparities and prevent chronic 

disease, alongside flexible funding 

streams that enable health departments 

to meet the specific needs of the 

communities they serve, forms a critical 

foundation for the nation’s emergency 

preparedness and overall well-being.
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To improve the health and well-being of all U.S. 
residents, reduce healthcare costs and health disparities, 
and protect the nation’s health security, this report 
recommends several key policy actions:

1. �Strengthen the nation’s public health infrastructure: 
Increase and sustain funding to modernize public health 
data systems, support local and state public health 
laboratories and epidemiology, and grow and diversify the 
public health workforce.

2. �Enhance health security: Boost funding for programs 
that fortify defenses against a wide range of threats, 
from infectious diseases to weather-related events. 
Support vaccine infrastructure and ensure healthcare 
system readiness.

3. �Address health inequities and the social determinants 
of health: Invest in programs and policies that target the 
root causes of health disparities, including the social and 
structural drivers of health.

4. �Promote health and prevent chronic disease across 
the lifespan: Allocate resources for evidence-based 
interventions that promote healthy behaviors and prevent 
chronic diseases at every stage of life.

5. �Prioritize primary prevention of behavioral health 
concerns and deaths of despair: Invest in comprehensive 
suicide and substance use disorder prevention programs, 
emphasizing early interventions and timely identification 
of individuals at risk.

6. �Prepare for and mitigate the health impacts of 
climate change and environmental threats: Increase 
funding to address the health consequences of 
climate change, extreme weather events, and other 
environmental health hazards.

TABLE 1: Summary of Public Health Funding 
Recommendations

This chart summarizes current funding (FY 2024) and 
TFAH-recommended funding levels for FY 2025 for CDC 
and the Administration for Strategic Preparedness and 
Response (ASPR) programs associated with the report’s 
recommendations.

Program/Division FY 2024 FY 2025 (TFAH 
recommendation)

CDC

Public Health Infrastructure and Capacity $350 million $1 billion 

Public Health Data Modernization $175 million $340 million 

Public Health Emergency Preparedness 
Cooperative Agreement

$735 million $1 billion 

Immunization Program $682 million $1.1 billion 

Climate and Health Program $10 million $110 million 

National Environmental Public Health 
Tracking Network

$34 million $65 million 

Social Determinants of Health $6 million $100 million 

Division of Nutrition, Physical Activity, 
and Obesity

$58 million $130 million 

Racial and Ethnic Approaches to 
Community Health and Healthy Tribes

$69 million $103 million 

Division of Adolescent and School Health $57 million $100 million 

Suicide Prevention $30 million $80 million 

Adverse Childhood Experiences $9 million $33 million 

Age-Friendly Public Health Systems N/A $50 million 

Total CDC Program Level $9.2 billion $11.5 billion 

Agency for Toxic Substances and 
Disease Registry 

$82 million $100 million 

ASPR

Health Care Readiness & Recovery $305 million $500 million 
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Implementing these recommendations 
will require a paradigm shift in 
public health financing, moving away 
from reactive, crisis-driven funding 
and toward sustained, predictable 
investments in core infrastructure, 
programs, and capabilities. This shift 
is essential for building a public health 
system that is agile, resilient, and 
capable of addressing both ongoing 
and emerging health threats.

Moreover, rebuilding public trust 
and support for public health 
institutions and expertise will be 
critical for the success of these efforts. 
The politicization of public health 
measures during the COVID-19 
pandemic, coupled with the spread of 
misinformation and disinformation, has 
led to increased skepticism and hostility 
toward public health officials and 
agencies. Addressing this erosion of trust 
will require investment in public health 
communications capacities, transparent 
and inclusive decision-making 
processes, effective communication with 
diverse audiences, and a commitment to 
advancing health equity.

By prioritizing stable, adequate 
funding for public health and 
engaging in meaningful partnerships 
with communities, policymakers can 
help build a public health system that 
is better equipped to promote health, 
prevent disease, and protect the well-
being of all people in the United States. 
Investing in public health is not only 
a moral imperative but also a sound 
economic strategy, as it can reduce 
healthcare costs, increase productivity, 
and strengthen the nation’s resilience 
to future health crises.

As the nation continues to grapple 
with the far-reaching consequences 
of the COVID-19 pandemic and 
faces a growing array of complex 
health challenges, the time for bold 
action and transformative change in 
public health is now. By heeding the 
recommendations outlined in this 
report and committing to a vision of 
a robust, equitable, and adequately 
resourced public health system, the 
United States can chart a path toward a 
healthier, more prosperous future for 
all its residents.
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PROGRESS IN STRENGTHENING PUBLIC HEALTH INFRASTRUCTURE: SOME 
ADVANCES MADE, MORE INVESTMENT NEEDED

A modern and robust infrastructure, including data 

and disease surveillance systems and a highly skilled 

workforce, is the underpinning of an effective public 

health system. Progress toward that goal has been 

made, but decades of underfunding have left too 

many health departments dependent on antiquated 

systems and insufficient staffing levels. Additional, 

sustained, and flexible investment is urgently needed.

Government investment in public health 

infrastructure typically follows a boom-and-bust 

cycle, funneling money into the public health system 

in response to emergencies but failing to do so on 

a consistent basis. Additionally, this emergency 

funding is often congressionally mandated to focus 

on specific response actions, rather than investing in 

the foundations of effective public health systems.

Recent federal actions that invest in programs 

to protect public health include the 2021 

Infrastructure Investment and Jobs Act (also known 

as the Bipartisan Infrastructure Law, or “BIL”) 

and the 2022 Inflation Reduction Act (IRA). The 

Bipartisan Infrastructure Law provides hundreds 

of billions of dollars in new and critical funding 

sources to strengthen transportation infrastructure, 

including public transit, and to support programs 

aimed at reducing greenhouse gas emissions. 

It also supports programs to improve access to 

clean drinking water, replace lead service pipes, 

expand high-speed internet access, invest in clean 

energy and environmental remediation, and create 

communities that are more climate resilient.6

The Inflation Reduction Act includes a number 

of actions to make healthcare more accessible 

and more affordable, including giving Medicare 

the authority to negotiate the price of some 

prescription drugs and creating an annual $2,000 

cap on out-of-pocket prescription costs for Part D 

enrollees starting in 2025. The act also extended 

subsidies to lower Affordable Care Act premiums, 

which were expanded under the American Rescue 

Plan Act and were due to expire at the end of 

2022, through the end of 2025.7

Sustained Progress Requires Increased 
Investment 

CDC is the primary driver of public health 

infrastructure funding to states, local, tribal, and 

territorial health departments. By allocating funds 

across these different levels of government, CDC 

aims to ensure that public health systems are 

well-equipped to manage both routine needs and 

emergent health crises. These investments help to 

build and maintain a skilled public health workforce, 

enhance data collection and analysis capabilities, 

and strengthen the overall resilience of public 

health systems against future public health threats. 

Through these strategic allocations, CDC not only 

bolsters public health capacities locally but also 

enhances the nation’s ability to respond to public 

health challenges effectively and efficiently.

Through its various grant programs and cooperative 

agreements, CDC provides critical financial support 

to strengthen the foundation of the nation’s public 

health system. One such initiative is the Public 

Health Infrastructure Grant program, launched 

in 2022, which aims to enhance key capabilities 

across three crucial areas: workforce development, 
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foundational capabilities, and data modernization.8,9 

This program equips health departments of all sizes 

with the resources needed to attract, train, and 

retain skilled professionals; improve essential public 

health services; and upgrade data systems for better 

decision-making and response. By investing in these 

core components of public health infrastructure, 

CDC helps to build a more robust, resilient, and 

responsive network of public health agencies 

nationwide, ultimately improving the health and well-

being of communities across the United States.

Through its Public Health Infrastructure Center 

and the Public Health Infrastructure Grant 

program, CDC awards 70 percent of the Public 

Health Infrastructure and Capacity appropriation 

to health departments to help them build their 

foundational capabilities, including information 

technology, communications, performance 

management, and accreditation. In fiscal year 

(FY) 2024, all 50 states, the District of Columbia, 

47 large cities or counties, and eight territories 

or freely associated states received a combined 

total of $245 million to support their unique 

infrastructure needs. Sixty-four recipients also 

received $80 million in data modernization 

funding in FY 2024. As of January 2024, CDC 

had awarded a total of $4.35 billion in grants, 

with $4.01 billion going to health departments 

and $340 million to national public health 

organizations for training, technical assistance, 

evaluation, and communications support. CDC 

expects to award approximately $5 billion in public 

health infrastructure grants over the five-year 

program window, through November 2027.10 

Public health infrastructure funding now appears to 

be entering the austere phase of a boom-and-bust 

cycle. COVID-19 response funds were a significant 

but short-term source of public health investment 

over the past four years, including funding through 

the Coronavirus Aid, Relief, and Economic Security 

(CARES) Act of 2020 and the American Rescue Plan 

Act (ARPA) of 2021, which provided the largest single 

investment in public health infrastructure in recent 

years. However, such funding was temporary and 

has now been largely obligated, or, in some cases, 

rescinded by Congress.11 The result is a serious 

financial cliff for CDC and many health departments, 

where federal assistance for specific programs or 

personnel is no longer available and program cuts 

have been made or are on the horizon.

While the Fiscal Responsibility Act (FRA), adopted 

in June 2023, was critically important because it 

prevented the United States from defaulting on 

its debt, it had two significant impacts on federal 

public health agencies. First, it rescinded pandemic 

response appropriations and funding from the 

American Rescue Plan Act that had been allocated to 

CDC, the Administration for Strategic Preparedness 

and Response, the Health Resources and Services 

Administration, the Defense Production Act Medical 

Supplies Enhancement, the National Institutes 

of Health, and the Food and Drug Administration. 

In total, the FRA rescinded approximately $13.2 

billion in emergency response funding, according 

to estimates from the Congressional Budget Office. 

Second, the FRA introduced new discretionary 

spending limits for two years, which affect the 

amount of appropriations made available for public 

health through regular appropriations. These funding 

cuts underscore the ongoing challenges faced by 

public health agencies in maintaining essential 

services and preparedness in the face of variable 

funding streams and competing priorities.12
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Public Health Funding Trends
Public health in the United States is a collaborative effort involving federal, 
state, local, tribal, and territorial agencies working together with the 
healthcare sector, community-based organizations, businesses, and other 
sectors to promote and protect the health of communities nationwide. 
Funding for public health programs and services flows from various sources, 
with the federal government providing significant support through agencies 
such as the Centers for Disease Control and Prevention (CDC).

CDC awards more than 80 percent of its funds 
to states, tribes, territories, and local health 
departments, among other external partners, to 
support a wide array of programs. Other federal 
agencies, such as the Health Resources and 
Services Administration (HRSA), the Substance 
Abuse and Mental Health Services Administration 
(SAMHSA), and departments outside of 
the U.S. Department of Health and Human 
Services (HHS), such as the U.S. Department of 
Agriculture (USDA), are also a part of the public 
health funding landscape.

However, federal funding tells only part of the 
story. State and local funding for public health 
plays an important role in enabling health 
departments to meet the unique needs of 
the communities they serve. When state and 
local funding is robust and consistent, health 
departments can maintain vital services, retain 
skilled staff, and nimbly respond to emerging 
health threats. Conversely, when state and local 
budgets are strained, it can lead to program 
reductions, staffing shortages, and diminished 
capacity—leaving communities more vulnerable.

Throughout the COVID-19 pandemic, the 
critical importance of sustained, stable funding 
for public health preparedness and infrastructure 
was starkly illuminated. Chronic underfunding 
at all levels has contributed to long-standing 
challenges like workforce shortages, outdated 
data systems, and limited surge capacity during 
emergencies. Moving forward, strengthening 
the public health system will require strategic 
investments and long-term commitments from 

federal, state, and local partners.

The following sections take a closer look at public 
health funding trends at the federal and state 
levels, including allocations to CDC and its key 
initiatives, the role of the Prevention and Public 
Health Fund, and the funding landscape for state 
and local health departments. By examining these 
funding streams and the programs they support, 
policymakers can better understand the current 
state of public health financing and identify 
opportunities to build a more resilient, equitable 
public health system for the future.

Federal public health funding
The federal government allocates investments in 
public health programs across numerous agencies 
and initiatives. These programs, which represent 
core elements of the nation’s public health system, 
aim to enhance health, prevent diseases and injuries, 
and prepare for potential disasters and major 
health emergencies. The majority of these funds are 
awarded to states, tribal nations, territories, and local 
health departments through CDC, which supports 
a wide range of activities, including immunization 
programs, infectious disease control, chronic disease 
prevention, environmental health, and public health 
emergency preparedness.

In addition to CDC, other agencies within HHS play 
critical roles in funding public health programs. 
For example, HRSA supports community health 
centers, maternal and child health programs, and 
health workforce development, while SAMHSA 
funds mental health and substance use prevention 
and treatment services. The Indian Health Service 
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provides healthcare services and public 
health programs for American Indian 
and Alaska Native populations.

Beyond HHS, several other federal 
departments contribute to public 
health funding. The USDA administers 
nutrition assistance programs, such as 
the Supplemental Nutrition Assistance 
Program (SNAP) and the Special 
Supplemental Nutrition Program for 
Women, Infants, and Children (WIC), 
which play a vital role in promoting food 
security and healthy eating. The U.S. 
Department of Housing and Urban 
Development (HUD) supports programs 

that address the social determinants of 
health, such as housing stability and 
lead abatement. The U.S. Department 
of Transportation funds initiatives 
to improve road safety and promote 
active transportation, while the U.S. 
Environmental Protection Agency (EPA) 
works to ensure clean air, water, and land, 
which are essential for public health.

These diverse federal funding streams 
reflect the complex and multifaceted 
nature of public health, which requires 
collaboration across sectors and levels 
of government. By investing in a broad 
range of programs and initiatives, the 

federal government aims to create the 
conditions for optimal health and well-
being for all U.S. residents, particularly 
those in underserved and marginalized 
communities. However, ensuring 
adequate and sustained funding for these 
critical public health programs remains 
an ongoing challenge, particularly in 
light of competing budget priorities and 
the boom-and-bust cycle of crisis-driven 
investments. Stable, predictable funding 
is essential for building and maintaining 
a robust public health infrastructure that 
can effectively prevent disease, promote 
health equity, and protect the nation’s 
health over the long term.

SAFEGUARDING PUBLIC HEALTH: THE CRITICAL ROLE OF THE PREVENTION FUND

As a nation, the United States spent $4.5 trillion on health 

in 2022, but only 4.7 percent of that spending funded public 

health and prevention initiatives to promote health and prevent 

illness.13 In this era of rising rates of chronic disease and 

increasing healthcare costs, investments in prevention are 

critical. The Prevention and Public Health Fund (Prevention Fund) 

is one of the nation’s most significant sustained investments in 

disease prevention. 

Since its inception in 2010 as a part of the Affordable Care Act, 

states and territories have received over $12.3 billion from the 

Prevention Fund to address public health priorities, including 

immunizations, epidemiology, and laboratory capacity.14 The 

Prevention Fund also supports the Preventive Health and Health 

Services Block Grant, which allows states to address their most 

relevant health concerns and backfill underfunded priorities.

The Prevention Fund represented 13 percent of CDC’s budget in FY 

2024.15 While the majority of its investments fund CDC initiatives, 

the Prevention Fund also supports programs at the Administration 

for Community Living and SAMHSA. The Administration for 

Community Living receives Prevention Fund support for programs 

related to Alzheimer’s disease prevention, falls prevention, and 

chronic disease self-management. SAMHSA uses Prevention Fund 

resources to support suicide prevention initiatives.

CDC’s Tips from Former Smokers campaign is supported by the 

Prevention Fund. In 2024, the campaign released a new set of 

advertisements featuring individuals sharing their stories about 

how cigarette smoking and smoking-related diseases have 

negatively impacted their lives. It is estimated that between 

2012 and 2018, this campaign helped prevent about 129,000 

early deaths and saved roughly $7.3 billion in smoking-related 

healthcare costs.16

The Prevention Fund also works to prevent chronic disease. All 

50 states receive funding for heart disease and chronic disease 

prevention. Another notable success is the Diabetes Prevention 

Program, which saves an estimated $1,146 per participant in 

diabetes-related healthcare costs.17

Unfortunately, the Prevention Fund’s history has been limited by 

its use as a funding offset. As first established by the Affordable 

Care Act, the Prevention Fund should have risen to $2 billion by 

FY 2015. After multiple cuts, the Prevention Fund will not reach 

that number until FY 2030, a full 15 years later than intended. 

In total, the Prevention Fund has been cut by $12.95 billion 

between FY 2013–2029 (see pages 16-17).

Threats to the Prevention Fund are still active. Legislation 

recently passed by the House of Representatives would cut an 

additional $1.19 billion from the Prevention Fund over FY 2024–

2029. Over 100 organizations joined a recent sign-on letter to 

U.S. House of Representatives leadership opposing these cuts.18

This content is based on work originally published as a Coalition 

for Health Funding blog post in April 2024, authored by Kevin 

McIntyre, TFAH Government Relations Manager.
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CDC funding 
CDC stands as the nation’s foremost 
public health agency. Its mission 
encompasses safeguarding U.S. 
residents from disease outbreaks, 
disasters, and contaminated food 
and water, as well as preventing and 
mitigating the leading causes of injury 
and death. To facilitate the achievement 
of its objectives, CDC collaborates with 
states, localities, tribes, and territories, 
as well as researchers, nonprofits, and 
other entities, in addressing threats and 
enhancing health within communities. 
In fact, CDC channels a significant 
portion of its program funding to these 
jurisdictions, recognizing the critical 
role they play in implementing public 
health programs and services. 

However, the agency’s budget has not 
kept pace with the nation’s growing 
public health needs and emerging 
threats, including the rise in chronic 
diseases, weather-related emergencies, 
substance use disorders, and suicide. 
Years of eroding resources for public 
health emergency preparedness 
contributed to the country’s flat-footed 
response to the COVID-19 pandemic.19 
Funding for effective community 
prevention programs, such as obesity 
prevention, is insufficient to support 
every state adequately.20 Despite 
the rapid growth in the older adult 
population,21 funding to support the 
overall health and well-being of older 
adults remains scarce. Moreover, CDC, 
and by extension its state, local, tribal, 
and territorial partners, lack the flexible 
funding needed to respond to the 
underlying drivers of poor health and to 
adequately grow and support the cross-
cutting, foundational capabilities that 
bolster comprehensive public health 
systems at all levels of government.22

The FY 2024 budget for CDC is $9.2 
billion, reflecting a $4.5 million (less 
than 1 percent) increase from FY 2023 

funding, or a 3 percent decrease in 
inflation-adjusted dollars.23 Looking 
further back, CDC’s budget increased 
by just 4 percent over the past decade 
(FY 2015–2024), after adjusting for 
inflation. (See Figure 1.) This modest 
growth has not been commensurate 
with the increasing demands placed 
on the public health system, the rising 
costs of public health interventions, 
and the need to modernize public 
health infrastructure and data systems.

The chronic underfunding of CDC 
and the public health system has severe 
consequences for the nation’s health 
and preparedness. It limits the ability 
of public health agencies to invest 
in disease surveillance, laboratory 
capacity, workforce development, 
and innovative programs to address 
the root causes of poor health. It 
also hinders efforts to reduce health 
disparities and promote health equity, 
as underserved communities are often 

the most impacted by public health 
budget cuts and resource limitations.

To build a more resilient and equitable 
public health system, it is essential to 
provide CDC and its partners with 
sustained, predictable funding that 
allows for long-term planning and 
investment in core capabilities. This 
includes not only increasing funding 
for specific programs and initiatives 
but also providing more flexible 
funding streams that enable public 
health agencies to respond to emerging 
threats, address the social determinants 
of health, and support cross-cutting 
functions such as data modernization 
and community engagement. By 
prioritizing stable, adequate funding 
for CDC and the broader public health 
system, policymakers can help ensure 
that all communities have access to the 
resources and services they need to 
protect and promote health.

Note: To accurately compare funding levels from FY 2015–2018 with those from FY 2019 onward, it 
is necessary to consider the transfer of funding for the Strategic National Stockpile from CDC to the 
Office of the Assistant Secretary for Preparedness and Response in FY 2019.
Funding levels are presented in FY 2024 dollars. TFAH has adjusted the data for inflation using the 
Bureau of Economic Analysis’s Gross Domestic Product price index.
Source: CDC Annual Operating Plans24 
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CDC’s FY 2024 Operating Plan 
outlines the agency’s funding 
allocations for the fiscal year. It is 
largely based on the congressionally 
mandated budget and reflects the 
priorities set by Congress and the 
President, with minor adjustments to 
address specific public health needs.25 
The total CDC program level budget 
for FY 2024 is $9.2 billion, which 
includes budget authority, Prevention 
and Public Health Fund (Prevention 
Fund) transfers, and Public Health 
Service (PHS) evaluation transfers.

The FY 2024 plan maintains stable 
funding for public health functions 
such as HIV/AIDS, viral hepatitis, 
sexually transmitted infections, and 
tuberculosis prevention, as well as steady 
support for global health programs. 
There was a slight increase in funding 
($9.5 million, 1 percent) for emerging 
and zoonotic infectious diseases.

Funding for injury prevention and 
control remained unchanged, 
maintaining but not growing support 
for various programs, including 
opioid overdose prevention, domestic 
violence, and firearm injury prevention 
research. Similarly, occupational safety 
and health funding remained stable, 
continuing support for research and 
health programs for workers.

Public health scientific services saw a 
decrease in budget authority funding 
but an increase in PHS evaluation 
transfer, suggesting a shift in how funds 
are categorized rather than a reduction 
in services. The PHS evaluation transfer 
is a mechanism that allows a portion of 
funds appropriated to certain programs 
within HHS to be used for evaluation 
purposes.26 The use of it allows CDC 
to conduct critical evaluations and 
assessments of its programs and 
activities, without relying solely on 
its regular budget authority or other 
funding sources. This helps to ensure 

that the agency can continue to monitor 
and improve the effectiveness and impact 
of its work, even in the face of budget 
constraints or changing priorities.

The public health preparedness 
and response budget received a 
small increase ($5 million, less 
than 1 percent), with $55 million 
allocated to the combined Response 
Ready Enterprise Data Integration 
(RREDI) platform and Center for 
Forecasting and Outbreak Analytics. 
This represents a consolidation of 
these two programs under a single 
budget line, potentially constraining 
the resources available for each 
program’s full functionality. RREDI 
is a comprehensive data-integration 
and decision-making platform initially 
created for COVID-19 response, now 
expanded to address outbreaks like 
mpox, integrating data from more than 
300 sources for use by over 4,500 users 
from federal, state, and local entities, 
as well as the private sector.27 The 
Center for Forecasting and Outbreak 
Analytics, established in 2021, uses 
data, modeling, and analytics to 

forecast and track disease outbreaks, 
providing crucial insights to guide 
public health decision-making and 
improve outbreak response at federal, 
state, and local levels. 

There was a $10 million reduction in 
the Infectious Diseases Rapid Response 
Reserve Fund, a dedicated funding 
source that allows the agency to quickly 
respond to emerging infectious disease 
threats and outbreaks, which could 
potentially impact rapid deployment 
capabilities for emerging health threats.

Overall, the FY 2024 Operating Plan 
reflects the funding levels and allocations 
set by Congress, which aim to support 
CDC’s core public health functions 
while also directing resources to specific 
health threats through targeted increases 
in certain areas. The slight increase in 
overall program-level funding (+$4.5 
million), despite the decrease in direct 
budget authority (-$321.3 million), 
indicates a reliance on transferred funds 
from other sources like the Prevention 
Fund and PHS evaluation transfer to 
maintain or slightly expand operations.
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THE LOOMING PUBLIC HEALTH FUNDING CLIFF: A CRISIS IN THE MAKING

As the United States emerges from the acute phase of the COVID-19 pandemic, a new crisis looms on the horizon 

for public health: a severe funding cliff that threatens to undo much of the progress made in strengthening 

the nation’s public health infrastructure. The combination of expiring emergency funds and rescissions (i.e., 

cancellations or reductions of previously approved but unspent funding) mandated by the Fiscal Responsibility 

Act of 2023 poses a significant threat to critical public health programs and capabilities built up during the 

pandemic response. Below are the programs within CDC that face significant funding cliffs and rescissions.

KEY AREAS FACING FUNDING CLIFFS:

1. Advanced Molecular Detection (AMD):

The AMD program, crucial for identifying and 

tracking infectious disease threats, received a 

one-time supplemental appropriation of over $1.7 

billion in 2021. This funding dramatically expanded 

the nation’s capacity for genomic sequencing and 

analysis. However, this supplemental funding ends 

in 2024, leaving the program with only its annual 

base appropriation of $40 million28—a staggering 

reduction. This cliff threatens to reverse critical gains 

in pathogen detection and surveillance capabilities.

2. Public Health Workforce:

CDC awarded $3 billion to health departments 

nationwide to address chronic workforce shortages 

exacerbated by the pandemic.29 This funding 

supported hundreds of new positions across state and 

local health departments. However, these are one-

time funds, potentially leading to widespread layoffs 

and a return to pre-pandemic workforce levels that 

left the nation unprepared for COVID-19. In addition, 

$176 million in funding—about half of its original 

budget—for the Public Health AmeriCorps program 

was rescinded as a result of the Fiscal Responsibility 

Act. The program has created pathways to public 

health careers for more than 4,700 future public 

health leaders, with a focus on service in underserved 

communities in rural, urban, and tribal areas.30,31

3. Public Health Infrastructure:

As of January 2024, CDC had awarded $4.35 billion 

in grants to strengthen public health infrastructure 

across 107 state, territorial, and local health 

departments.32 Over $3.8 billion of these funds, 

critical for modernizing public health systems and 

capabilities, are set to expire in FY 2027. Without 

sustained funding, health departments may struggle 

to maintain the improvements made in data systems, 

laboratory capacity, and community partnerships.

4. Center for Forecasting and Outbreak 
Analytics (CFA):

Established with one-time funding during the 

pandemic to enhance the nation’s ability to use 

advanced data, models, and analytics to support 

public health decision-making, CFA is the only federal 

entity with the primary mission of providing infectious 

disease forecasts during a response. Congress 

provided base funding of $50 million in FY 2023 and 

$41 million in FY 2024, with a rescission of $8.8 

million.33 These continued decreases will require CFA 

to pull back on investments in establishing capabilities 

at the state and local levels, particularly within 

Insight Net, a collaborative network of more than 

100 partners established to enhance modeling and 

analytic capabilities across U.S. health departments. 

Experts estimate $100 million per year would allow 

CFA to continue operating at its current levels. 

5. National Wastewater Surveillance System:

Over $500 million in supplemental funding has 

been invested to build a nationwide wastewater 

surveillance system capable of detecting COVID-19 

and other pathogens.34 This funding expires soon, 

with only $20 million proposed in the FY 2025 

budget to maintain a much scaled-down version of 

the program. This represents a massive reduction 

in funding, threatening to dismantle much of the 

surveillance network built during the pandemic.

6. Bridge Access Program:

CDC’s Bridge Access Program, launched to ensure 

continued access to COVID-19 vaccines as they 

transitioned to the commercial market, is set to 

expire in August 2024.35 This program provides 
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free COVID-19 vaccines to 25–30 

million adults without health insurance 

and those whose insurance does not 

fully cover vaccine costs. It utilizes 

a network of local health providers, 

HRSA-supported health centers, select 

pharmacies, and community events 

to distribute vaccines. The program’s 

expiration could leave millions of 

adults without access to free COVID-

19 vaccines, potentially widening 

health disparities and reducing overall 

vaccination rates. This comes at a 

time when COVID-19 continues to 

circulate, and updated vaccines may be 

needed to address new variants. The 

administration has proposed a broader 

Vaccines for Adults program to enable 

uninsured adults to have access to 

recommended vaccines. 

Rescissions from the Fiscal 
Responsibility Act:

Compounding the problem of expiring 

funds, the Fiscal Responsibility Act of 

2023 mandated significant rescissions of 

unspent COVID-19 emergency funds, many 

of which officials had planned to use to 

shore up underlying public health capacity. 

Some of these rescissions included:

l �Vaccine Programs: Over $945 million 

was cut from programs that help get 

vaccines to people, build vaccine 

equity, and encourage vaccination.

l �Disease Tracking: About $430 million 

was taken away from efforts to track 

how diseases emerge and change over 

time.

l �Global Health: More than $300 million 

was removed from CDC’s work on 

health issues around the world.

l �Data and Forecasting: Nearly $18 million 

was cut from programs that help predict 

and understand disease outbreaks.

The combination of expiring 

supplemental funds and mandated 

rescissions threatens to recreate the 

cycle of boom-and-bust crisis funding 

that left the United States vulnerable to 

COVID-19. Key consequences include:

1. �Workforce Reductions: Many health 

departments may be forced to 

lay off staff hired with emergency 

funds, losing valuable expertise 

and capacity.

2. �Technology Setbacks: Investments in 

data modernization and surveillance 

systems may be difficult to maintain 

without sustained funding.

3. �Reduced Preparedness: The ability 

to quickly detect and respond 

to new disease threats may be 

compromised as programs like AMD 

and wastewater surveillance are 

scaled back.

4. �Widening Health Disparities: 

Many of the programs facing cuts 

were instrumental in addressing 

health inequities exposed by the 

pandemic. Their reduction may 

disproportionately impact under-

resourced and marginalized 

communities.

Allowing these funding cliffs to occur 

without providing long-term funding 

alternatives risks undoing years 

of progress. Consistent, adequate 

funding is necessary to maintain a 

robust public health system capable 

of protecting the nation from future 

health threats. We must translate the 

lessons learned from the pandemic 

into sustained support for public 

health infrastructure, workforce, and 

programs—breaking the cycle of crisis-

driven funding once and for all.
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Prevention and Public Health Fund
Of CDC’s $9.2 billion FY 2024 budget, 
$1.2 billion (13 percent) came from 
the Prevention Fund,36 a dedicated 
federal funding stream for public 
health and prevention activities 
established by the Affordable Care 
Act in 2010. Statutorily intended to 
“improve health and help restrain 
the rate of growth in private and 
public [sector] health care costs,”37 the 
Prevention Fund supports “expanded 
and sustained national investment 
in prevention and public health 
programs.”38 

Over the past decade, the Prevention 
Fund has supported a variety of 
programs and initiatives, covering 
disease prevention, early detection, 
management of health conditions, 
and promotion of healthy lifestyles. 
It has also strengthened the nation’s 
public health infrastructure, 
including workforce development, 
community transformation, and 
public health research.

In the context of CDC’s FY 2024 
budget, the Prevention Fund played 
a significant role in offsetting some 
of the cuts in the agency’s budget 
authority. While CDC’s direct 
budget authority decreased by $321.3 
million, the agency’s Prevention Fund 
transfer increased by $282.9 million, 
helping to mitigate the impact of 
the budget authority reduction on 
the agency’s overall program-level 
funding. By providing a dedicated 
funding stream for prevention 
and public health activities, the 
Prevention Fund helps to ensure that 
critical programs can continue even 
in the face of budget constraints or 
shifts in funding sources.

Allocations from the Prevention Fund 
are directed to specific programs 
within CDC’s budget, supplementing or 
replacing funds that would otherwise 
come from the agency’s regular budget 
authority. In the agency’s FY 2024 
Operating Plan, several programs 
received substantial funding from the 
Prevention Fund. The Immunization 
Program, which promotes 
immunization efforts across the country, 
relied heavily on the Prevention Fund in 
FY 2024, receiving $681.9 million, which 
accounted for all of its funding. 

Similarly, tobacco-related programming 
received $125.9 million from the 
Prevention Fund, representing more 
than half of its total funding. This 
dedicated funding stream supports 
CDC’s ongoing efforts to prevent and 
reduce tobacco use, which remains 
the leading cause of preventable 
disease, disability, and death in the 
United States.39 The Prevention Fund 
also provides critical support for 
programs addressing chronic diseases 
and environmental health issues. In 
FY 2024, heart disease and stroke 
programs received $29.3 million from 
the Prevention Fund, fully offsetting a 
reduction in budget authority funding, 
while diabetes-related efforts received 
$66.4 million, more than a full offset. 

In FY 2024, childhood lead-poisoning 
prevention efforts, a critical 
component of environmental health 
programming, were allocated $51 
million from the Prevention Fund. 
This amount represented a $34 
million increase from the previous 
year, which effectively offset an 
equivalent reduction in the program’s 
regular budget authority. This 

funding is vital for CDC’s efforts 
in identifying and preventing lead 
exposure, crucial to protecting 
children’s health and development.

Finally, in FY 2024, the Preventive 
Health and Health Services Block 
Grant, which provides flexible funding 
to state and local health departments 
for a broad range of public health 
activities,40 received $160 million 
exclusively from the Prevention 
Fund. This block grant allows states 
and localities to tailor public health 
interventions to meet the unique 
needs of their communities, thereby 
strengthening the infrastructure of 
the nation’s public health system.

Since its establishment in 2010, the 
Prevention Fund has significantly 
contributed to public health in the 
United States. Overall, it has been a 
key enabler in strengthening public 
health systems and enhancing 
health outcomes across the country, 
demonstrating the value of sustained 
investment in health prevention 
and public health infrastructure. 
As a dedicated source of funding 
for prevention and public health 
activities, the Prevention Fund has 
supported CDC and its partners 
in implementing and expanding a 
range of programs and initiatives 
based on evidence. These efforts have 
sought to improve health outcomes 
through increased vaccination rates, 
decreased smoking prevalence, and 
better chronic disease management, 
among other public health 
advancements.41 The Prevention 
Fund has also been instrumental in 
enhancing the U.S. public health 
infrastructure by supporting 
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FIGURE 2: Historical Reductions in Prevention Fund Allocations, FY 2010–2030

Yearly Funding Trends for the Prevention and Public Health Fund

Note: The Affordable Care Act initially set the allocations (represented by blue, red, and gold bars), whereas the Bipartisan Budget Act of 2018 (current 
law) introduced subsequent reductions (illustrated by blue bars). While CDC receives the majority of distributions from the Prevention Fund, remaining 
funds are allocated to SAMHSA and the Administration for Community Living.
Source: CDC Annual Operating Plans42
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investments in surveillance systems, 
epidemiology and laboratory capacity, 
and the public health workforce. This 
funding has helped to modernize 
critical health systems and improve 
the nation’s readiness and response 
to health crises. Additionally, by 
providing flexible funding through 
the Preventive Health and Health 
Services Block Grant, the Prevention 
Fund has empowered state and 
local health departments to address 
their unique public health needs. 
This flexibility has enabled tailored 
responses to local health challenges, 
helping communities build resilience 
against emerging threats and better 
manage their public health programs.

While the Prevention Fund has 
demonstrated its value in supporting 

critical public health programs, it 
has nevertheless faced challenges 
since its inception. Efforts to 
divert Prevention Fund funds to 
other purposes and budget cuts 
have threatened the stability and 
effectiveness of this dedicated 
funding stream. To the detriment 
of the nation’s health, starting in FY 
2013, the Prevention Fund has been 
repeatedly used for other purposes. 
There is a growing gap between the 
funds that were originally enacted 
and actual or scheduled funding. (See 
Figure 2.) In all, the fund is on pace 
to lose $12.95 billion—about a third—
of its originally allocated $33 billion 
from FY 2013–2029. 

As policymakers and public health 
leaders work to strengthen the U.S. 

public health infrastructure and 
respond to ongoing and emerging 
challenges, the Prevention Fund 
will remain an indispensable tool 
for supporting effective, evidence-
based public health interventions. 
CDC’s FY 2024 Operating Plan 
provides a clear illustration of the 
tangible impact that the Prevention 
Fund can have on critical public 
health programs, emphasizing the 
importance of sustained investment 
in prevention and public health 
capacity. Maintaining strong support 
for the Prevention Fund is essential 
to enabling CDC and its partners 
to continue their vital work in 
promoting health, preventing disease, 
and protecting communities from 
emerging threats.
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Funding for key CDC initiatives
CDC plays a critical role in protecting 
and promoting the health of the nation 
by supporting a wide range of public 
health programs and initiatives. These 
efforts encompass both cross-cutting 
aspects of public health, such as public 
health laboratories and surveillance 
systems, as well as issue-specific 
priorities, including emergency 
preparedness and response, chronic 
and infectious disease prevention, and 
substance use disorder and suicide 
prevention. Central to CDC’s mission 
is addressing the persistent health 
disparities that exist in communities 
across the country.

One of CDC’s top priorities is 
strengthening America’s capacity 
to prevent, detect, and respond to 
public health emergencies, such as 
infectious disease outbreaks, natural 
disasters, and bioterrorism threats. 
The agency’s Public Health Emergency 
Preparedness (PHEP) cooperative 
agreement provides critical funding 
and technical assistance to state, local, 
and territorial health departments 
to enhance their preparedness 
capabilities and build resilience against 
emerging threats. However, despite the 
increasing frequency and complexity of 
public health emergencies, funding for 
the PHEP program has fallen over the 
past two decades, limiting the ability 
of health departments to maintain and 
expand their preparedness efforts.

CDC’s chronic disease prevention 
programs support evidence-based 
interventions, public education 
campaigns, and partnerships with 
healthcare providers and community 
organizations to promote healthy 
behaviors and reduce the burden of 
chronic diseases. However, funding 
limitations have restricted the reach 

and impact of these programs, with 
many states and localities lacking 
the resources to fully implement 
comprehensive chronic disease 
prevention strategies.

CDC also prioritizes efforts to address 
the crises of substance use disorders 
and suicide, which have devastating 
consequences for individuals, families, 
and communities nationwide. The 
agency’s programs support a range 
of prevention services, as well as 
surveillance and research activities, to 
better understand and address these 
complex public health issues. However, 
the scale of the alcohol, drug, and 
suicide epidemics requires a significant 
expansion of these efforts, which is 
hindered by insufficient funding and 
competing public health priorities.

Across all of these program areas, CDC 
places a strong emphasis on advancing 
health equity and reducing health 
disparities. The agency recognizes that 
social, economic, and environmental 
factors play a significant role in 
shaping health outcomes and that 
certain communities, including 
low-income, rural, and those 
predominantly comprising people of 
color, face disproportionate barriers to 
health and well-being. To address these 
disparities, CDC works to integrate 
equity considerations into all of its 
programs and initiatives, support 
targeted interventions for underserved 
populations, and build partnerships 
with diverse stakeholders to promote 
health for all.

Despite the critical importance of 
these public health priorities, CDC’s 
budgets for many of these initiatives 
have failed to keep pace with inflation, 
population growth, or the growing 

scope and complexity of public health 
challenges. This chronic underfunding 
has limited the agency’s ability to 
fully support all states, territories, 
tribes, and localities in their efforts 
to prevent and control diseases, 
prepare for emergencies, and promote 
health equity. As the United States 
continues to grapple with the impacts 
of the COVID-19 pandemic and faces 
an array of ongoing and emerging 
public health threats, it is imperative 
that policymakers and public health 
leaders work to strengthen and sustain 
funding for these vital CDC programs 
and initiatives. Only by investing in 
a robust, responsive, and equitable 
public health system can the country 
ensure that all communities have the 
resources and support they need to 
achieve optimal health and well-being.

Public health emergency 
preparedness and response
The COVID-19 pandemic exposed 
significant vulnerabilities in America’s 
public health emergency preparedness 
and response capabilities, largely 
due to chronic underfunding 
and neglect of the nation’s public 
health infrastructure. The primary 
federal programs supporting state, 
local, tribal, and territorial public 
health emergency preparedness and 
response—the PHEP cooperative 
agreement and the Health Care 
Readiness and Recovery program, 
which includes the Hospital 
Preparedness Program (HPP)—have 
seen substantial funding cuts over the 
past two decades, limiting the ability 
of health departments and healthcare 
systems to effectively prevent, detect, 
and respond to emergencies.
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Administered by CDC, the PHEP 
cooperative agreement was established 
in 2002 to enhance the preparedness 
and response capacity of state, local, 
tribal, and territorial public health 
departments in the aftermath of 
the September 11 terrorist attacks 
and subsequent anthrax attacks.43,44 
The program provides funding and 
technical assistance to support the 
development and maintenance of 
emergency preparedness and response 
infrastructure, including surveillance 
systems, laboratory capacity, trained 
personnel, and partnerships between 
public health departments and 
emergency management agencies, 
healthcare organizations, and 
community-based organizations. Nearly 
6,000 preparedness staff across state, 
local, and territorial health departments 
are supported in part or whole 
through PHEP funding,45 creating 
the backbone of the nation’s public 

health preparedness workforce.46 PHEP 
funding has been critical to building 
the Laboratory Response Network—a 
system of labs that can quickly detect 
and respond to public health threats. It 
has also increased the country’s ability 
to track and understand how diseases 
spread. Additionally, this funding 
supports the distribution of vital 
medical supplies and treatments, such 
as vaccines and medications, during 
health emergencies. 

Despite its critical role, PHEP funding 
has been cut by hundreds of millions of 
dollars over the past two decades. (See 
Figure 3.) In FY 2024, PHEP received 
flat funding, following a $20 million 
increase in FY 2023. The current 
funding level ($735 million) falls far 
short of the $1 billion recommended by 
TFAH and other public health groups 
to build nationwide readiness for 
health emergencies.
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FIGURE 3: PHEP Funding Slowly Recovers, Yet Requires Further Investment

CDC funding for state and local preparedness and response, FY 2003–2024

Note: Data from FY 2003–2015 represent “state and local preparedness and response capability,” 
including specific increases in FY 2003 for smallpox preparedness and in FY 2004 for the Cities Read-
iness Initiative and U.S. Postal Service costs. Data from FY 2016–2024 combine funding totals from 
the PHEP cooperative agreement and the Academic Centers for Public Health Preparedness. A shift in 
the reporting practices within CDC’s annual operating plans has necessitated these differences.
Source: CDC Annual Operating Plans47
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Similarly, Health Care Readiness and 
Recovery programs, administered 
by the Administration for Strategic 
Preparedness and Response (ASPR) at 
HHS, have seen their funding cut from 
$515 million in FY 2003 to $305 million 
in FY 2024—a nearly two-thirds reduction 
after adjusting for inflation.48 Within this 
line, the HPP serves as the foundation 
for nationwide healthcare readiness 
by providing funding, technical 
assistance, and guidance to healthcare 
organizations to enhance their 
preparedness and response capabilities 
and to encourage collaboration with 
public health departments and other 
community partners.49

The HPP has been instrumental in 
strengthening the ability of healthcare 
systems to respond to public health 
emergencies and maintain essential 
services during crises.50,51 Through 
the HPP, healthcare coalitions have 
been established across the country, 
fostering collaboration and resource-
sharing among hospitals, public 
health departments, and emergency 
management agencies. These coalitions 
have been crucial in coordinating 
medical surge capacity, managing 
and distributing medical supplies, 
and ensuring the continuity of care 
during emergencies. For example, 
Regional Medical Response System, 
the lead agency for one of Oklahoma’s 
six health care coalitions, coordinated 
a timely and successful response to the 
18 tornadoes that hit central Oklahoma 
in April 2023, including relocating 
nursing home residents within hours 
after a tornado destroyed their facility.52 

The erosion of PHEP and HPP funding 
over time increased the vulnerability of 
the United States ahead of the COVID-
19 pandemic. Understaffed health 
departments were forced to respond to 

a 21st-century pandemic with outdated 
tools and limited resources,53,54 while 
healthcare systems struggled with 
insufficient surge capacity, inadequate 
supplies of personal protective 
equipment, and lack of training for high-
consequence infectious diseases.55,56,57,58

During public health emergencies 
that exceed existing capacity and 
countermeasures, supplemental 
funding may be required. The most 
common approach is for Congress to 
pass a supplemental appropriation, 
as it did during the initial stages of 
the COVID-19 pandemic. However, 
emergency supplemental funding can 
create additional challenges, such as 
restrictions on how funds can be used 
(e.g., COVID-19-related supplemental 
funding could not easily be repurposed 
for mpox vaccination clinics, even when 
the two outbreaks overlapped), short-
term funding that hinders workforce 
retention, and a boom-and-bust cycle 
that contributes to an unstable public 
health infrastructure.

Other mechanisms, such as the 
Infectious Diseases Rapid Response 
Reserve Fund59 and the Public 
Health Emergency Rapid Response 
Fund, can potentially accelerate 
the availability of resources during 
emergencies. However, these funds 
are limited in size and scope and are 
not intended to replace adequate 
annual funding for public health 
agencies at all levels of government.

The Biden-Harris Administration’s 
FY 2025 budget request included 
mandatory funding for pandemic 
preparedness across federal agencies. 
Within that request, $6.1 billion in 
mandatory funds for CDC would go 
to modernize and build laboratory 
capacity, strengthen public health data 

systems, enhance disease surveillance, 
and support the evaluation of vaccine 
and medical countermeasure safety 
and effectiveness.60 If approved, this 
funding would represent a significant 
investment in bolstering the U.S. 
public health infrastructure and 
enhancing its capacity to respond to 
existing and emerging health threats. 

By prioritizing sustained investment in 
public health emergency preparedness 
and response, policymakers can help 
build a more resilient and agile public 
health system capable of protecting 
the health and well-being of all U.S 
residents in the face of future crises.

Promoting health at the 
community level
The conditions in which people 
are born, live, work, play, and age 
significantly impact their health and 
well-being.61,62,63 Social determinants of 
health—such as economic opportunity, 
accessible transportation, robust 
physical infrastructure, educational 
access, affordable and nutritious food, 
stable housing, and public safety—
all contribute to wellness and life 
expectancy.64,65 Despite the profound 
influence of these factors on a 
community’s health outcomes,66 many 
places still struggle to make healthy 
options easily accessible for people. 
Moreover, funding specifically targeted 
at addressing social determinants 
of health by CDC remains limited 
compared with the large-scale need to 
alter these conditions.

Improving social determinants 
of health and the overall health 
of population groups requires 
collaboration among governmental 
and nongovernmental organizations, 
as well as community members. Public 
health leaders play a critical role 
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by initiating and informing policy 
interventions, convening multisector 
stakeholders, and providing actionable 
data. For example, community 
partnerships have developed and 
advocated for increasing the number 
of healthy food retailers in low-income 
neighborhoods; engaged in Complete 
Streets planning to address the safety 
needs of pedestrians, bicyclists, and 
transit riders of all ages and abilities;67 
and launched multimedia education 
campaigns to reduce tobacco use. 

The National Diabetes Prevention 
Program is another model for 
promoting health at the community 
level. This evidence-based lifestyle 
change program, led by CDC, aims to 
prevent or delay type 2 diabetes among 
adults with prediabetes.68 By partnering 
with public and private organizations 
to offer structured sessions that focus 
on healthy eating, physical activity, 
and stress management, the program 
has demonstrated significant success 
in improving health outcomes and 
reducing healthcare costs. Trained 
lifestyle coaches work with participants 
to set goals, track progress, and 
provide ongoing support, resulting 
in an estimated savings of $1,146 
per participant in diabetes-related 
healthcare costs.69 

Two complementary efforts include 
the Appalachian Diabetes Control and 
Translation Project70 and the Native 
Diabetes Wellness Program.71 Millions 
of people in Appalachia suffer from 
poor health outcomes, including 
elevated rates of type 2 diabetes, due to 
a complex interplay of socioeconomic, 
geographical, and cultural factors.72 
Similarly, Native Americans exhibit 
the highest prevalence of type 2 
diabetes among all racial groups in the 
United States,73 a phenomenon rooted 

in centuries of colonization, forced 
relocation, and cultural assimilation. 
Both projects utilize regional coalitions 
and community resources to deliver 
culturally appropriate education and 
lifestyle interventions to communities 
disproportionately impacted by 
diabetes. However, insufficient funding 
limits the reach of these programs.

Health disparities account for an 
estimated $320 billion in annual 
healthcare spending, which could grow 
to $1 trillion or more by 2040 if not 
addressed.74 Two key CDC programs 
that specifically focus on racial and 
ethnic populations at elevated risk 
of preventable illness, injury, and 
death—Racial and Ethnic Approaches 
to Community Health (REACH) and 
Healthy Tribes—are underfunded and 
depend on limited resources. Both 
programs have a solid track record 
of advancing culturally appropriate, 
evidence-informed, and effective 
interventions for populations that 
experience disproportionate burdens 
of chronic disease. Congress should 
appropriately fund both programs to 
match the scale of the problem.

Community prevention efforts can 
effectively address a wide variety of 
negative health outcomes, such as 
chronic disease, substance misuse, 
injury, and violence.75,76 By extension, 
this investment can also help reduce 
preventable healthcare spending, 
producing a substantial return on 
investment.77 For example, school-
based substance misuse screenings, 
brief interventions, and referrals to 
treatment programs have produced 
returns on investment as high as $20 for 
every $1 spent.78 Tobacco-control mass-
media campaigns have demonstrated 
impressive returns,79 and CDC’s Tips 
from Former Smokers campaign, 

funded by the Prevention Fund, 
resulted in hundreds of thousands of 
lifetime quits, preventing early deaths 
and smoking-related healthcare costs.80

While CDC’s existing programs have 
proved effective in addressing several 
nonmedical factors of health, it was 
not until FY 2021 that the agency 
specifically received funds ($3 million) 
for strategies that focus on the social 
determinants of health.81 The $22 
million that CDC received from FY 
2022 to FY 2024 to address social 
determinants of health82 have continued 
to build momentum for innovative 
work, but that amount needs to grow to 
fully address the scope of the issue and 
allow CDC to fund the implementation 
of plans to address these issues in 
communities. To build the evidence 
base for future work in this area, CDC 
evaluated existing multisector coalitions 
that are working to advance health 
equity through solutions centered on 
the social determinants of health. In a 
first-year evaluation, CDC found that of 
42 community partnerships evaluated, 
90 percent of them contributed to 
community changes that promote 
healthy living.83 

By prioritizing investment in 
community-level health promotion and 
addressing the social determinants 
of health, policymakers can help 
create the conditions for all people 
to live healthier lives, reduce health 
disparities, build more equitable and 
resilient communities, and reduce 
future healthcare spending. This 
will require a sustained commitment 
to funding, a focus on community 
engagement and leadership, and a 
willingness to work across sectors 
and agencies to develop innovative 
solutions to complex challenges.
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Chronic disease prevention
Chronic diseases are a significant 
burden on the health and well-being 
of U.S. residents, with roughly 60 
percent of adults living with one or 
more chronic conditions, such as 
heart disease, diabetes, cancer, obesity, 
and asthma.84 These conditions are 
responsible for seven in 10 deaths 
each year in the United States85 and, 
along with mental health conditions, 

account for the vast majority of the 
country’s health spending.86 Despite 
the enormous impact of chronic 
diseases, CDC is on track to spend 
only $1.4 billion on chronic disease 
prevention and health promotion in 
FY 2024, a level that has remained 
roughly the same in recent years and is 
below the FY 2015 level after adjusting 
for inflation. (See Figure 4.)

Insufficient funding limits the reach 
and effectiveness of evidence-based 
programs designed to prevent and 
manage chronic diseases. For example, 
CDC’s State Physical Activity and 
Nutrition (SPAN) program—which 
provides strategies to improve nutrition 
and encourage physical activity in 
early care, education, and community 
settings—only has enough funding to 
support programs in 17 states in FY 
2024.88 Expanding SPAN to all 50 states 
would require an estimated additional 
$1.2 million per state, a relatively small 
investment compared with the $170 
billion in obesity-related healthcare costs 
the United States spends annually.89

While genetic risk factors contribute 
to the development and progression 
of chronic diseases, behavioral factors 
such as smoking, alcohol consumption, 
poor nutrition, and lack of physical 
activity play a significant role.90 
Sedentary lifestyle alone contributes to 
an estimated 10 percent of premature 
deaths,91 is a major risk factor for 
severe COVID-19,92 and costs the 
healthcare system tens of billions of 
dollars annually.93 Importantly, these 
behavioral risk factors are tied to 
social, economic, and environmental 
conditions, highlighting the need for 
prevention efforts that address the 
underlying determinants of health and 
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promote healthful behaviors through 
improved access to healthy foods and 
physical-activity-friendly environments.

The burden of chronic diseases 
is not distributed equally, with 
historically marginalized and under-
resourced communities experiencing 
disproportionate impacts. Factors such 
as poverty, limited access to healthcare, 
discrimination, and environmental 
inequities, including disproportionate 
exposure to pollutants, lack of green 
spaces, and limited access to healthy 
food options, contribute to higher rates 
of chronic conditions like diabetes, 
heart disease, and obesity in these 
populations. For example, Black and 
Hispanic adults are more likely to have 
diabetes compared with their white 
counterparts,94,95 and low-income 
neighborhoods often lack access to 
healthy food options and safe spaces 
for physical activity. These disparities 
are rooted in systemic inequalities and 
social determinants of health, which 
have been perpetuated by a long history 
of discriminatory policies and practices. 
Addressing these underlying issues 
requires a concerted effort to dismantle 
structural barriers, invest in community-
led solutions, and prioritize health 
equity in all aspects of decision-making. 
Public health agencies play a critical role 
in this work by collecting and analyzing 
data to identify disparities, engaging 
communities in the development and 
implementation of interventions, and 
advocating for policies that promote 
fair opportunities for health. Additional 
resources are needed to continue 
advancing health equity.

To effectively reduce healthcare 
expenditures related to treating chronic 
diseases, increased investment in proven 
prevention programs is essential. CDC’s 
chronic disease prevention and health-
promotion activities focus on four key 
areas: (1) measuring disease prevalence 

and risk factors to inform targeted 
interventions, (2) making environmental 
improvements that facilitate healthy 
choices, (3) strengthening prevention 
services within healthcare systems 
to integrate routine screening and 
early interventions, and (4) creating 
connections between clinical services 
and community programs that support 
comprehensive disease prevention and 
management strategies.96

CDC has several cost-effective, evidence-
based prevention and control programs 
ready for community implementation.97 
The National Breast and Cervical 
Cancer Early Detection Program has 
served more than 6 million women since 
1991, identifying over 75,000 invasive 
breast cancers, 5,000 invasive cervical 
cancers, and 240,000 precancerous 
cervical lesions.98 The Tips from 
Former Smokers campaign, aimed 
at encouraging smoking cessation, 
helped 1 million smokers successfully 
quit between 2012 and 2018, prevented 
an estimated 129,000 early deaths, 
and saved roughly $7.3 billion in 
smoking-related healthcare costs. The 
Million Hearts initiative prevented an 
estimated 135,000 cardiac events from 
2012 to 2016, averting $5.6 billion in 
medical costs.99 These achievements 
demonstrate the significant impact of 
CDC’s work in promoting healthier 

lifestyles and reducing the burden of 
chronic diseases in the United States.

In CDC’s FY 2024 Operating Plan, 
the Chronic Disease Prevention 
and Health Promotion budget was 
allocated $1.4 billion, a slight increase 
of $3.5 million from the FY 2023 
level. The majority of the funding is 
directed toward cancer prevention 
and control, heart disease and stroke, 
and tobacco-control and prevention 
efforts. While some programs 
addressing health disparities and 
social determinants of health receive 
comparatively smaller allocations, 
they play a vital role in promoting 
health equity and tackling the root 
causes of chronic diseases.

To effectively address the growing 
burden of chronic diseases and reduce 
health disparities, policymakers must 
prioritize sustained investment in 
comprehensive, community-based 
prevention and health-promotion 
programs. By addressing the root 
causes of chronic diseases, promoting 
healthy behaviors, and ensuring 
equitable access to preventive services 
and resources, the country can 
improve the health and well-being of 
all U.S. residents while reducing the 
staggering costs associated with these 
largely preventable conditions.
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Substance misuse and suicide prevention
The United States continues to face 
drug overdose and mental health crises 
that claim the lives of tens of thousands 
of U.S. residents each year. Provisional 
CDC data released in May 2024 
predicted more than 107,000 overdose 
deaths in the 12-month period ending 
in December 2023,100 with most deaths 
attributed to illicit synthetic drugs like 
fentanyl and methamphetamine.101 
American Indian/Alaska Native (AI/
AN) and Black individuals have been 
disproportionately affected by the 
recent spike in drug overdose deaths, 
with the highest rates in 2022 among 
the non-Hispanic AI/AN population 
(65.2 deaths per 100,000 residents) and 
the non-Hispanic Black population 
(47.5 deaths per 100,000 residents).102

These alarming trends can be 
attributed to a combination of factors, 
including the proliferation of highly 
potent synthetic opioids, the impact 
of the COVID-19 pandemic on mental 
health and substance use, and the 
persistent disparities in access to 
prevention, treatment, and recovery 
services. The widespread availability 
of illicitly manufactured fentanyl, 
often mixed with other drugs without 
an individual’s knowledge, has 
dramatically increased the risk of 
overdose. The social and economic 
crises precipitated by the pandemic, 
including extensive social isolation, 
coupled with barriers to behavioral 
health treatment and racial disparities 
in access to treatment options, 
have also put individuals in need 
of mental health or other services 
at particular risk.103 Furthermore, 
long-standing structural inequities, 
such as poverty, discrimination, and 
a lack of access to healthcare, have 

contributed to the disproportionate 
impact of these crises on AI/AN 
and Black communities, which often 
face barriers to accessing culturally 
appropriate and evidence-based 
prevention and treatment services.

Concurrent with the drug overdose 
crisis, the number of suicides in 
the United States reached a record 
high of nearly 49,500 in 2022.104 The 
suicide rate also rose to its highest 
level since 1941. While the suicide 
rate increased for both males and 
females, the total number of suicides 
among males (39,255) was nearly 
four times that of females (10,194). 
Suicide rates generally declined for 
younger age groups but increased for 
older age groups. The highest suicide 
rate was among non-Hispanic AI/AN 
individuals at 26.7 per 100,000. 

CDC employs a comprehensive 
strategy to address these challenges, 
focusing on integrated research, 
policy, education, and community-
based initiatives. It enhances 
understanding and response through 
robust surveillance and data-collection 
systems, which track trends in drug 
overdose and suicide. Additionally, the 
agency conducts research to identify 
risk and protective factors, informs 
guidelines for opioid prescriptions 
and suicide prevention, and supports 
state, local, and tribal programs with 
funding and technical assistance. 
Promoting safe and supportive 
school environments, positive youth 
development programs, and policies 
and practices that support LGBTQ+ 
students can further contribute 
to reducing substance misuse and 
suicide. And public education 

campaigns play critical roles in raising 
awareness about the dangers of 
substance misuse and the importance 
of mental health support. These 
campaigns often focus on topics such 
as the life-saving role of naloxone 
in reversing opioid overdoses, 
strategies for preventing overdoses, 
and reducing the stigma surrounding 
substance use treatment to encourage 
more individuals to seek help.

To help reverse these alarming trends 
and promote positive outcomes, 
CDC also focuses on the prevention 
of adverse childhood experiences 
(ACEs). ACEs are potentially traumatic 
events that occur in childhood, such 
as experiencing abuse, witnessing 
domestic violence, or growing up with 
family substance misuse, which can 
have long-lasting effects on health and 
well-being. An estimated 64 percent 
of adults report having experienced 
at least one ACE,105 and investing in 
programs that address ACEs could 
significantly reduce adult depression 
cases, among other benefits. Funding 
for CDC’s ACEs prevention work has 
increased slightly from $4 million in 
FY 2020, its first year of funding, to $9 
million in FY 2024.

While suicide is a complex issue with 
multiple contributing factors, it is 
important to recognize that suicidal 
crises are often temporary and 
characterized by a brief period of acute 
risk.106 Research has shown that many 
suicide attempts are impulsive acts, with 
the time between the decision to act 
and the attempt itself sometimes being 
as short as a few minutes to a few hours. 
This narrow window of heightened 
vulnerability underscores the critical 
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importance of immediate intervention 
and support for individuals in crisis. 
People who survive suicide attempts 
often go on to lead fulfilling lives, 
with the majority not dying by suicide 
at a later date.107 This highlights the 
potential for recovery and the need 
for accessible, effective mental health 
services and support systems that can 
help individuals navigate challenging 
times and build resilience.

The establishment of the 988 Suicide 
and Crisis Lifeline in July 2022 
represents a significant step toward 
a comprehensive crisis-response 
system. This service, an expanded and 
rebranded update of its predecessor, 
the National Suicide Prevention 
Lifeline, provides a shorter, easier-
to-remember number for accessing 
immediate crisis support. Since its 
launch in July 2022, the 988 Lifeline 
has seen substantial growth in usage. 
In its first two years of operation, 
counselors have answered more than 
10 million calls, texts, and chats 
from people experiencing mental 
health or substance use crises. The 
service has expanded significantly, 
with a 51 percent increase in texts 
answered in the past 12 months 
compared to the year before.108 The 
average speed to answer has also 
improved dramatically, decreasing 
from 2 minutes and 39 seconds to 
just 41 seconds.109 The 988 Lifeline 
has expanded its services to better 
support populations at risk of suicide, 
adding Spanish text and chat services, 
specialized support for LGBTQ+ youth 
and young adults, and video-phone 
service for deaf and hard-of-hearing 
individuals. These enhancements were 
made possible by nearly $1 billion in 
investments from SAMHSA, as well 

as state funding. As the 988 Lifeline 
continues to evolve and expand, it 
will serve as a vital component of a 
broader vision for behavioral health 
crisis response, ensuring that anyone, 
anywhere, at any time has someone 
to talk to, someone who will respond, 
and a safe place to turn for help.

Substance misuse, overdose, and 
suicide share common risk and 
protective factors. Addressing them 
requires socially focused efforts, such 
as strengthening economic support 
for families, early intervention to 
reduce harm when children are 
mistreated, and supporting safe and 
inclusive schools. 

CDC supports efforts to address these 
issues through a prevention-focused 
approach that translates research into 
practical actions. By emphasizing the 
role of public health departments 
in addressing social determinants 
of health, as well as shared risk and 
protective factors, CDC aims to create 
sustainable population-level and 
community health improvements. This 
approach effectively complements 
the individual and treatment-focused 
services provided by SAMHSA and 
other agencies, ensuring a holistic 
strategy that spans prevention, 
treatment, and recovery.

CDC’s FY 2024 budget dedicates $30 
million to suicide prevention, with no 
change from FY 2023. CDC funding 
for opioid overdose prevention and 
surveillance increased from $125 
million in FY 2017 to nearly $506 
million in FY 2024.

Despite these efforts, gaps remain 
in addressing the underlying causes 
of substance misuse and suicide, 

particularly among communities 
of color and other populations at 
higher risk. Policymakers must 
prioritize sustained investments in 
comprehensive, community-based 
prevention strategies that address 
social determinants of health, 
promote resilience, and ensure 
equitable access to mental health and 
substance use disorder services. By 
focusing on upstream prevention and 
early intervention, the country can 
work toward reducing the devastating 
impact of substance misuse and 
suicide on individuals, families, and 
communities across the nation.

CDC Program Funding to 
States, FY 2023
More than 80 percent of the funding 
that CDC receives annually is directed 
to states, localities, tribes, territories, 
and other external partners to support 
related health programming in their 
communities. Major priorities include 
funding for childhood vaccination 
(e.g., Hepatitis B, MMR, DTaP) 
programs; prevention of serious 
infectious diseases such as HIV/AIDS, 
tuberculosis, and various sexually 
transmitted infections; and chronic 
disease prevention. Table 2 shows 
CDC program funding awarded to 
states across major budget categories 
in FY 2023. In total, CDC awarded 
$14.9 billion. The data provide a 
comprehensive picture of how CDC 
distributes program funding to support 
state public health efforts aligned with 
national priorities. While the funding 
is substantial overall, gaps remain 
in key areas. Sustained, predictable 
funding will be critical for states to 
make progress on a range of public 
health challenges moving forward.
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TABLE 2: CDC PROGRAM FUNDING TO STATES, FY 2023 TABLE 2: CDC PROGRAM FUNDING TO STATES, FY 2023

State
Agency for Toxic 
Substances and 
Disease Registry 

(ATSDR)

Birth Defects, 
Developmental 

Disabilities, 
Disability and 

Health

CDC-Wide 
Activities 

and Program 
Support

Childhood 
Obesity 

Demonstration 
Project

Chronic Disease 
Prevention 
and Health 
Promotion

Emerging 
and Zoonotic 

Infectious 
Diseases

Environmental 
Health

Health Reform - 
Toxic Substances 
& Environmental 

Public Health

HIV/AIDS, 
Viral Hepatitis, 

STI and TB 
Prevention

State
Immunization 

and Respiratory 
Diseases

Injury Prevention 
and Control

Occupational 
Safety and 

Health

Public Health 
Preparedness 
and Response

Public Health 
Scientific 

Services (PHSS)

Public Health 
Social Services 

Emergency Fund 
(PHSSEF)

Vaccines for 
Children

World Trade 
Center Health 

Programs (WTC)  

Total State 
Funding

Alabama  $7,588,429  $11,971,854  $16,042,737  $2,425,998  $716,861  $14,320,217 Alabama  $4,403,090  $6,836,435  $1,850,000  $9,785,870  $835,309  $82,270,134  $79,287,867  $238,334,801 
Alaska  $586,596  $491,000  $4,742,200  $20,745,139  $1,044,066  $464,963  $2,798,183 Alaska  $2,561,775  $5,560,431  $99,352  $5,210,000  $1,494,737  $20,395,964  $12,220,922  $78,415,328 
Arizona  $390,000  $1,689,998  $19,400,526  $21,133,658  $1,945,627  $2,147,185  $12,966,092 Arizona  $8,605,077  $15,547,691  $639,956  $13,007,079  $1,410,149  $101,469,498  $112,521,081  $312,873,617 
Arkansas  $454,400  $1,766,000  $8,480,959  $12,427,059  $1,088,139  $6,414,453 Arkansas  $3,361,534  $4,715,788  $6,986,193  $996,903  $48,501,675  $49,692,842  $144,885,945 
California  $2,249,999  $2,113,155  $84,490,700  $345,000  $37,953,203  $14,096,456  $4,823,919  $120,904,936 California  $32,898,276  $36,202,658  $9,270,681  $66,434,088  $5,855,552  $478,698,668  $544,077,381  $1,440,414,672 
Colorado  $2,730,180  $1,726,308  $14,814,291  $16,192,053  $7,551,987  $3,098,876  $11,132,196 Colorado  $6,482,476  $12,316,616  $5,002,675  $11,079,633  $1,819,775  $77,514,065  $62,770,185  $234,231,316 
Connecticut  $533,882  $9,237,613  $9,343,861  $6,242,153  $2,183,754  $6,764,120 Connecticut  $6,916,507  $12,949,228  $2,240,487  $8,123,961  $1,498,898  $49,505,572  $44,758,922  $160,298,958 
Delaware  $6,769,143  $7,215,292  $501,515  $1,115,095  $2,676,334 Delaware  $2,205,131  $4,656,727  $5,426,073  $642,368  $22,328,003  $14,190,821  $67,726,502 
D.C.  $383,712  $21,917,130  $39,376,576  $21,605,988  $10,080,301  $1,672,073  $39,755,868 D.C.  $11,508,376  $20,794,417  $1,167,600  $9,070,295  $5,943,636  $18,405,216  $13,965,717  $215,646,905 
Florida  $492,070  $1,939,639  $33,322,917  $16,422,374  $4,674,582  $2,339,168  $71,136,105 Florida  $12,349,620  $22,901,655  $3,779,377  $32,992,280  $2,929,708  $260,466,975  $331,756,625  $797,503,095 
Georgia  $484,751  $5,332,961  $88,678,548  $50,000  $81,032,636  $10,620,013  $2,763,732  $58,172,492 Georgia  $21,222,580  $38,174,752  $690,625  $18,431,023  $18,538,836  $140,743,535  $176,539,452  $661,475,936 
Hawaii  $166,000  $11,252,988  $8,592,519  $1,780,722  $642,273  $3,146,480 Hawaii  $2,784,257  $3,630,835  $5,567,141  $1,651,353  $38,419,849  $19,098,893  $96,733,310 
Idaho  $300,000  $166,000  $4,452,897  $5,899,800  $567,641  $512,000  $2,219,566 Idaho  $2,795,326  $3,103,498  $5,742,299  $840,549  $30,704,314  $24,633,210  $81,937,100 
Illinois  $1,933,184  $6,491,399  $26,432,042  $330,000  $37,347,548  $3,413,558  $3,410,892  $31,072,002 Illinois  $21,187,317  $19,348,284  $4,599,278  $28,122,647  $2,918,007  $168,938,556  $147,408,670  $502,953,384 
Indiana  $1,642,811  $14,685,993  $10,745,945  $1,345,042  $1,930,217  $13,006,002 Indiana  $4,520,156  $12,645,965  $150,000  $12,101,913  $1,361,657  $89,849,432  $96,382,752  $260,367,885 
Iowa  $1,861,000  $7,676,742  $10,715,379  $3,927,662  $2,016,359  $2,984,790 Iowa  $4,710,535  $6,663,821  $4,734,819  $6,873,572  $487,442  $45,706,977  $43,328,772  $141,687,870 
Kansas  $429,907  $9,003,332  $11,246,038  $1,271,078  $1,261,885  $2,771,734 Kansas  $3,607,950  $7,819,504  $76,000  $7,154,030  $933,669  $43,863,519  $33,402,524  $122,841,170 
Kentucky  $160,000  $12,548,198  $12,752,085  $1,547,092  $2,050,504  $7,201,013 Kentucky  $3,647,330  $11,234,164  $3,637,091  $8,733,185  $580,391  $68,366,734  $64,874,465  $197,332,252 
Louisiana  $312,998  $165,998  $14,169,889  $13,626,499  $2,900,050  $1,323,694  $18,993,726 Louisiana  $2,204,982  $14,770,138  $658,508  $9,083,163  $1,441,567  $131,153,913  $92,094,150  $302,899,275 
Maine  $166,000  $6,804,681  $7,769,974  $1,660,741  $2,031,000  $2,320,042 Maine  $3,073,015  $8,862,101  $5,210,000  $675,858  $26,160,781  $16,681,299  $81,415,492 
Maryland  $4,865,053  $73,671,126  $150,000  $28,315,016  $20,836,627  $3,027,425  $28,417,169 Maryland  $15,844,011  $15,034,481  $9,393,691  $14,480,777  $15,418,516  $289,231,285  $94,513,387  $499,489  $613,698,053 
Massachusetts  $2,739,275  $3,356,608  $42,076,609  $307,000  $20,449,573  $8,437,598  $3,210,792  $15,588,341 Massachusetts  $6,642,765  $16,288,885  $3,575,795  $13,927,467  $1,047,021  $94,390,701  $86,147,185  $260,266  $318,445,881 
Michigan  $2,722,500  $2,096,152  $28,064,153  $28,162,434  $4,791,484  $8,914,197  $19,926,057 Michigan  $10,785,722  $20,095,654  $2,833,147  $17,051,164  $1,533,094  $125,832,573  $104,463,733  $377,272,064 
Minnesota  $485,586  $3,149,514  $25,417,542  $22,215,241  $11,061,505  $3,402,859  $8,600,184 Minnesota  $8,797,351  $11,324,197  $3,464,985  $12,231,559  $1,218,084  $74,850,362  $54,555,719  $240,774,688 
Mississippi  $10,924,890  $14,485,895  $344,094  $671,265  $11,735,096 Mississippi  $3,097,223  $3,979,172  $6,888,671  $488,868  $49,233,896  $48,313,534  $150,162,604 
Missouri  $584,355  $2,137,726  $19,652,107  $300,000  $16,406,048  $1,580,144  $2,399,372  $13,408,020 Missouri  $5,322,993  $11,276,940  $3,418,479  $11,155,537  $792,697  $80,711,366  $75,212,349  $244,358,133 
Montana  $357,131  $897,500  $5,901,297  $10,957,166  $972,000  $1,013,325  $2,999,999  $1,862,069 Montana  $1,680,068  $5,116,031  $288,220  $5,510,000  $311,717  $22,582,018  $10,582,514  $71,031,055 
Nebraska  $166,000  $7,408,097  $300,000  $8,188,396  $1,567,974  $1,136,113  $2,862,108 Nebraska  $2,689,150  $5,689,890  $2,667,183  $5,807,091  $603,084  $34,863,705  $27,043,741  $100,992,532 
Nevada  $836,099  $7,472,107  $11,451,346  $1,290,347  $1,214,421  $8,076,877 Nevada  $3,194,775  $7,225,451  $7,675,437  $773,997  $50,235,479  $44,168,389  $143,614,725 
New Hampshire  $407,372  $738,500  $5,837,550  $8,651,439  $1,443,077  $2,496,526  $1,891,113 New Hampshire  $1,932,322  $4,327,171  $283,077  $5,370,707  $277,673  $24,417,758  $12,670,698  $70,744,983 
New Jersey  $2,734,622  $1,916,001  $15,231,534  $12,430,689  $1,798,400  $2,379,488  $27,915,915 New Jersey  $7,504,430  $11,008,084  $1,112,760  $16,927,878  $1,050,990  $117,393,566  $104,895,901  $1,000,000  $325,300,258 
New Mexico  $547,083  $166,000  $10,544,693  $14,918,267  $2,412,252  $1,884,273  $2,979,273 New Mexico  $4,596,992  $7,257,762  $1,481,660  $6,958,927  $375,666  $37,416,410  $36,909,939  $128,449,197 
New York  $2,641,248  $9,864,176  $54,152,337  $34,953,226  $12,461,808  $5,173,247  $100,856,691 New York  $21,988,230  $21,905,714  $5,237,945  $40,222,710  $5,662,860  $283,091,984  $308,961,624  $21,894,633  $929,068,433 
North Carolina  $2,606,637  $4,263,752  $32,836,201  $23,202,946  $6,517,786  $2,118,166  $22,425,842 North Carolina  $8,485,691  $16,866,560  $3,063,114  $15,601,710  $1,074,356  $137,279,686  $160,999,025  $437,341,472 
North Dakota  $166,000  $4,081,939  $7,591,831  $1,005,105  $2,123,503 North Dakota  $2,099,747  $2,437,682  $5,210,000  $588,553  $17,329,280  $8,947,057  $51,580,697 
Ohio  $472,500  $1,058,143  $28,272,755  $16,632,206  $6,254,698  $1,982,280  $17,682,480 Ohio  $11,724,614  $24,042,161  $3,437,022  $18,328,130  $1,165,543  $145,440,442  $151,346,877  $427,839,851 
Oklahoma  $160,000  $13,974,927  $14,382,139  $701,608  $515,000  $7,603,726 Oklahoma  $3,129,547  $8,145,858  $50,000  $8,008,571  $532,150  $66,789,061  $71,352,307  $195,344,894 
Oregon  $646,130  $1,126,738  $10,888,411  $17,992,782  $2,877,694  $1,758,037  $7,473,591 Oregon  $6,589,090  $9,283,888  $1,867,457  $8,466,536  $720,505  $62,742,205  $42,418,510  $174,851,574 
Pennsylvania  $499,819  $959,569  $38,785,446  $18,870,226  $6,015,769  $2,706,736  $28,476,181 Pennsylvania  $13,877,093  $23,454,387  $3,050,069  $20,019,413  $1,480,281  $173,479,346  $152,227,305  $483,901,640 
Rhode Island  $467,030  $416,000  $10,497,138  $300,000  $10,682,020  $1,670,814  $2,273,738  $2,331,210 Rhode Island  $2,408,786  $7,948,187  $5,710,743  $264,535  $23,314,099  $17,117,284  $85,401,584 
South Carolina  $1,411,000  $18,123,246  $18,466,255  $1,781,536  $1,150,000  $13,332,575 South Carolina  $2,648,002  $7,179,645  $10,499,488  $626,428  $72,679,857  $81,451,027  $229,349,059 
South Dakota  $3,784,739  $11,267,090  $1,283,492  $498,955  $1,628,067 South Dakota  $1,589,186  $3,466,195  $5,493,952  $249,624  $21,616,767  $11,269,283  $62,147,350 
Tennessee  $573,019  $4,935,078  $16,044,539  $15,489,532  $4,375,972  $1,338,763  $17,593,832 Tennessee  $9,374,786  $13,590,769  $828,503  $12,032,654  $790,440  $102,415,166  $108,523,680  $307,906,733 
Texas  $445,000  $3,573,922  $56,879,864  $27,101,834  $4,131,190  $3,037,674  $69,048,370 Texas  $24,281,710  $17,336,088  $4,304,181  $43,765,264  $3,485,290  $402,352,407  $616,936,504  $1,276,679,298 
Utah  $300,000  $3,484,838  $15,522,150  $13,296,126  $5,948,439  $2,485,583  $2,792,141 Utah  $3,174,925  $6,283,180  $2,795,060  $7,233,853  $406,478  $40,530,031  $30,349,934  $134,602,738 
Vermont  $166,000  $3,607,395  $8,210,485  $1,133,987  $1,933,306  $1,812,193 Vermont  $2,051,661  $5,680,290  $5,497,162  $225,977  $15,955,192  $8,062,458  $54,336,106 
Virginia  $295,498  $1,973,752  $45,656,097  $24,528,923  $6,035,571  $4,408,099  $16,883,600 Virginia  $5,790,496  $13,382,743  $1,008,542  $17,614,956  $8,177,810  $185,729,488  $94,078,705  $425,564,280 
Washington  $436,447  $691,000  $43,668,414  $20,740,342  $9,239,545  $2,277,333  $14,541,594 Washington  $11,932,306  $15,587,269  $4,621,091  $13,364,241  $1,118,692  $95,258,508  $96,084,099  $329,560,881 
West Virginia  $744,971  $5,117,681  $11,367,702  $987,408  $664,491  $2,670,999 West Virginia  $1,097,287  $7,399,418  $508,000  $5,504,439  $336,381  $31,380,117  $24,946,455  $92,725,349 
Wisconsin  $688,484  $2,295,247  $16,766,266  $16,748,545  $7,788,463  $3,103,547  $5,424,463 Wisconsin  $4,429,634  $12,077,838  $2,810,511  $12,412,034  $648,515  $84,660,795  $52,420,129  $222,274,471 
Wyoming  $166,000  $3,669,734  $5,370,829  $803,201  $833,775  $1,822,100 Wyoming  $1,453,522  $2,957,506  $5,205,186  $219,996  $17,331,013  $6,053,226  $45,886,088 
United States  $31,501,508  $113,595,074  $1,102,843,073  $2,082,000  $892,336,336  $216,234,011  $106,513,236  $2,999,999  $910,541,731 United States  $371,259,425  $606,383,804  $100,696,941  $659,310,702  $104,522,185  $4,923,997,943  $4,722,709,124  $23,654,388 $14,891,181,480 

Note: The U.S. total reflects grants and cooperative agreements awarded to all 50 states and the District of Columbia. It does not include funding allo-
cated to territories, localities, or tribes to ensure comparability.
Source: CDC Grant Funding Profiles110
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TABLE 2: CDC PROGRAM FUNDING TO STATES, FY 2023 TABLE 2: CDC PROGRAM FUNDING TO STATES, FY 2023
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Alabama  $7,588,429  $11,971,854  $16,042,737  $2,425,998  $716,861  $14,320,217 Alabama  $4,403,090  $6,836,435  $1,850,000  $9,785,870  $835,309  $82,270,134  $79,287,867  $238,334,801 
Alaska  $586,596  $491,000  $4,742,200  $20,745,139  $1,044,066  $464,963  $2,798,183 Alaska  $2,561,775  $5,560,431  $99,352  $5,210,000  $1,494,737  $20,395,964  $12,220,922  $78,415,328 
Arizona  $390,000  $1,689,998  $19,400,526  $21,133,658  $1,945,627  $2,147,185  $12,966,092 Arizona  $8,605,077  $15,547,691  $639,956  $13,007,079  $1,410,149  $101,469,498  $112,521,081  $312,873,617 
Arkansas  $454,400  $1,766,000  $8,480,959  $12,427,059  $1,088,139  $6,414,453 Arkansas  $3,361,534  $4,715,788  $6,986,193  $996,903  $48,501,675  $49,692,842  $144,885,945 
California  $2,249,999  $2,113,155  $84,490,700  $345,000  $37,953,203  $14,096,456  $4,823,919  $120,904,936 California  $32,898,276  $36,202,658  $9,270,681  $66,434,088  $5,855,552  $478,698,668  $544,077,381  $1,440,414,672 
Colorado  $2,730,180  $1,726,308  $14,814,291  $16,192,053  $7,551,987  $3,098,876  $11,132,196 Colorado  $6,482,476  $12,316,616  $5,002,675  $11,079,633  $1,819,775  $77,514,065  $62,770,185  $234,231,316 
Connecticut  $533,882  $9,237,613  $9,343,861  $6,242,153  $2,183,754  $6,764,120 Connecticut  $6,916,507  $12,949,228  $2,240,487  $8,123,961  $1,498,898  $49,505,572  $44,758,922  $160,298,958 
Delaware  $6,769,143  $7,215,292  $501,515  $1,115,095  $2,676,334 Delaware  $2,205,131  $4,656,727  $5,426,073  $642,368  $22,328,003  $14,190,821  $67,726,502 
D.C.  $383,712  $21,917,130  $39,376,576  $21,605,988  $10,080,301  $1,672,073  $39,755,868 D.C.  $11,508,376  $20,794,417  $1,167,600  $9,070,295  $5,943,636  $18,405,216  $13,965,717  $215,646,905 
Florida  $492,070  $1,939,639  $33,322,917  $16,422,374  $4,674,582  $2,339,168  $71,136,105 Florida  $12,349,620  $22,901,655  $3,779,377  $32,992,280  $2,929,708  $260,466,975  $331,756,625  $797,503,095 
Georgia  $484,751  $5,332,961  $88,678,548  $50,000  $81,032,636  $10,620,013  $2,763,732  $58,172,492 Georgia  $21,222,580  $38,174,752  $690,625  $18,431,023  $18,538,836  $140,743,535  $176,539,452  $661,475,936 
Hawaii  $166,000  $11,252,988  $8,592,519  $1,780,722  $642,273  $3,146,480 Hawaii  $2,784,257  $3,630,835  $5,567,141  $1,651,353  $38,419,849  $19,098,893  $96,733,310 
Idaho  $300,000  $166,000  $4,452,897  $5,899,800  $567,641  $512,000  $2,219,566 Idaho  $2,795,326  $3,103,498  $5,742,299  $840,549  $30,704,314  $24,633,210  $81,937,100 
Illinois  $1,933,184  $6,491,399  $26,432,042  $330,000  $37,347,548  $3,413,558  $3,410,892  $31,072,002 Illinois  $21,187,317  $19,348,284  $4,599,278  $28,122,647  $2,918,007  $168,938,556  $147,408,670  $502,953,384 
Indiana  $1,642,811  $14,685,993  $10,745,945  $1,345,042  $1,930,217  $13,006,002 Indiana  $4,520,156  $12,645,965  $150,000  $12,101,913  $1,361,657  $89,849,432  $96,382,752  $260,367,885 
Iowa  $1,861,000  $7,676,742  $10,715,379  $3,927,662  $2,016,359  $2,984,790 Iowa  $4,710,535  $6,663,821  $4,734,819  $6,873,572  $487,442  $45,706,977  $43,328,772  $141,687,870 
Kansas  $429,907  $9,003,332  $11,246,038  $1,271,078  $1,261,885  $2,771,734 Kansas  $3,607,950  $7,819,504  $76,000  $7,154,030  $933,669  $43,863,519  $33,402,524  $122,841,170 
Kentucky  $160,000  $12,548,198  $12,752,085  $1,547,092  $2,050,504  $7,201,013 Kentucky  $3,647,330  $11,234,164  $3,637,091  $8,733,185  $580,391  $68,366,734  $64,874,465  $197,332,252 
Louisiana  $312,998  $165,998  $14,169,889  $13,626,499  $2,900,050  $1,323,694  $18,993,726 Louisiana  $2,204,982  $14,770,138  $658,508  $9,083,163  $1,441,567  $131,153,913  $92,094,150  $302,899,275 
Maine  $166,000  $6,804,681  $7,769,974  $1,660,741  $2,031,000  $2,320,042 Maine  $3,073,015  $8,862,101  $5,210,000  $675,858  $26,160,781  $16,681,299  $81,415,492 
Maryland  $4,865,053  $73,671,126  $150,000  $28,315,016  $20,836,627  $3,027,425  $28,417,169 Maryland  $15,844,011  $15,034,481  $9,393,691  $14,480,777  $15,418,516  $289,231,285  $94,513,387  $499,489  $613,698,053 
Massachusetts  $2,739,275  $3,356,608  $42,076,609  $307,000  $20,449,573  $8,437,598  $3,210,792  $15,588,341 Massachusetts  $6,642,765  $16,288,885  $3,575,795  $13,927,467  $1,047,021  $94,390,701  $86,147,185  $260,266  $318,445,881 
Michigan  $2,722,500  $2,096,152  $28,064,153  $28,162,434  $4,791,484  $8,914,197  $19,926,057 Michigan  $10,785,722  $20,095,654  $2,833,147  $17,051,164  $1,533,094  $125,832,573  $104,463,733  $377,272,064 
Minnesota  $485,586  $3,149,514  $25,417,542  $22,215,241  $11,061,505  $3,402,859  $8,600,184 Minnesota  $8,797,351  $11,324,197  $3,464,985  $12,231,559  $1,218,084  $74,850,362  $54,555,719  $240,774,688 
Mississippi  $10,924,890  $14,485,895  $344,094  $671,265  $11,735,096 Mississippi  $3,097,223  $3,979,172  $6,888,671  $488,868  $49,233,896  $48,313,534  $150,162,604 
Missouri  $584,355  $2,137,726  $19,652,107  $300,000  $16,406,048  $1,580,144  $2,399,372  $13,408,020 Missouri  $5,322,993  $11,276,940  $3,418,479  $11,155,537  $792,697  $80,711,366  $75,212,349  $244,358,133 
Montana  $357,131  $897,500  $5,901,297  $10,957,166  $972,000  $1,013,325  $2,999,999  $1,862,069 Montana  $1,680,068  $5,116,031  $288,220  $5,510,000  $311,717  $22,582,018  $10,582,514  $71,031,055 
Nebraska  $166,000  $7,408,097  $300,000  $8,188,396  $1,567,974  $1,136,113  $2,862,108 Nebraska  $2,689,150  $5,689,890  $2,667,183  $5,807,091  $603,084  $34,863,705  $27,043,741  $100,992,532 
Nevada  $836,099  $7,472,107  $11,451,346  $1,290,347  $1,214,421  $8,076,877 Nevada  $3,194,775  $7,225,451  $7,675,437  $773,997  $50,235,479  $44,168,389  $143,614,725 
New Hampshire  $407,372  $738,500  $5,837,550  $8,651,439  $1,443,077  $2,496,526  $1,891,113 New Hampshire  $1,932,322  $4,327,171  $283,077  $5,370,707  $277,673  $24,417,758  $12,670,698  $70,744,983 
New Jersey  $2,734,622  $1,916,001  $15,231,534  $12,430,689  $1,798,400  $2,379,488  $27,915,915 New Jersey  $7,504,430  $11,008,084  $1,112,760  $16,927,878  $1,050,990  $117,393,566  $104,895,901  $1,000,000  $325,300,258 
New Mexico  $547,083  $166,000  $10,544,693  $14,918,267  $2,412,252  $1,884,273  $2,979,273 New Mexico  $4,596,992  $7,257,762  $1,481,660  $6,958,927  $375,666  $37,416,410  $36,909,939  $128,449,197 
New York  $2,641,248  $9,864,176  $54,152,337  $34,953,226  $12,461,808  $5,173,247  $100,856,691 New York  $21,988,230  $21,905,714  $5,237,945  $40,222,710  $5,662,860  $283,091,984  $308,961,624  $21,894,633  $929,068,433 
North Carolina  $2,606,637  $4,263,752  $32,836,201  $23,202,946  $6,517,786  $2,118,166  $22,425,842 North Carolina  $8,485,691  $16,866,560  $3,063,114  $15,601,710  $1,074,356  $137,279,686  $160,999,025  $437,341,472 
North Dakota  $166,000  $4,081,939  $7,591,831  $1,005,105  $2,123,503 North Dakota  $2,099,747  $2,437,682  $5,210,000  $588,553  $17,329,280  $8,947,057  $51,580,697 
Ohio  $472,500  $1,058,143  $28,272,755  $16,632,206  $6,254,698  $1,982,280  $17,682,480 Ohio  $11,724,614  $24,042,161  $3,437,022  $18,328,130  $1,165,543  $145,440,442  $151,346,877  $427,839,851 
Oklahoma  $160,000  $13,974,927  $14,382,139  $701,608  $515,000  $7,603,726 Oklahoma  $3,129,547  $8,145,858  $50,000  $8,008,571  $532,150  $66,789,061  $71,352,307  $195,344,894 
Oregon  $646,130  $1,126,738  $10,888,411  $17,992,782  $2,877,694  $1,758,037  $7,473,591 Oregon  $6,589,090  $9,283,888  $1,867,457  $8,466,536  $720,505  $62,742,205  $42,418,510  $174,851,574 
Pennsylvania  $499,819  $959,569  $38,785,446  $18,870,226  $6,015,769  $2,706,736  $28,476,181 Pennsylvania  $13,877,093  $23,454,387  $3,050,069  $20,019,413  $1,480,281  $173,479,346  $152,227,305  $483,901,640 
Rhode Island  $467,030  $416,000  $10,497,138  $300,000  $10,682,020  $1,670,814  $2,273,738  $2,331,210 Rhode Island  $2,408,786  $7,948,187  $5,710,743  $264,535  $23,314,099  $17,117,284  $85,401,584 
South Carolina  $1,411,000  $18,123,246  $18,466,255  $1,781,536  $1,150,000  $13,332,575 South Carolina  $2,648,002  $7,179,645  $10,499,488  $626,428  $72,679,857  $81,451,027  $229,349,059 
South Dakota  $3,784,739  $11,267,090  $1,283,492  $498,955  $1,628,067 South Dakota  $1,589,186  $3,466,195  $5,493,952  $249,624  $21,616,767  $11,269,283  $62,147,350 
Tennessee  $573,019  $4,935,078  $16,044,539  $15,489,532  $4,375,972  $1,338,763  $17,593,832 Tennessee  $9,374,786  $13,590,769  $828,503  $12,032,654  $790,440  $102,415,166  $108,523,680  $307,906,733 
Texas  $445,000  $3,573,922  $56,879,864  $27,101,834  $4,131,190  $3,037,674  $69,048,370 Texas  $24,281,710  $17,336,088  $4,304,181  $43,765,264  $3,485,290  $402,352,407  $616,936,504  $1,276,679,298 
Utah  $300,000  $3,484,838  $15,522,150  $13,296,126  $5,948,439  $2,485,583  $2,792,141 Utah  $3,174,925  $6,283,180  $2,795,060  $7,233,853  $406,478  $40,530,031  $30,349,934  $134,602,738 
Vermont  $166,000  $3,607,395  $8,210,485  $1,133,987  $1,933,306  $1,812,193 Vermont  $2,051,661  $5,680,290  $5,497,162  $225,977  $15,955,192  $8,062,458  $54,336,106 
Virginia  $295,498  $1,973,752  $45,656,097  $24,528,923  $6,035,571  $4,408,099  $16,883,600 Virginia  $5,790,496  $13,382,743  $1,008,542  $17,614,956  $8,177,810  $185,729,488  $94,078,705  $425,564,280 
Washington  $436,447  $691,000  $43,668,414  $20,740,342  $9,239,545  $2,277,333  $14,541,594 Washington  $11,932,306  $15,587,269  $4,621,091  $13,364,241  $1,118,692  $95,258,508  $96,084,099  $329,560,881 
West Virginia  $744,971  $5,117,681  $11,367,702  $987,408  $664,491  $2,670,999 West Virginia  $1,097,287  $7,399,418  $508,000  $5,504,439  $336,381  $31,380,117  $24,946,455  $92,725,349 
Wisconsin  $688,484  $2,295,247  $16,766,266  $16,748,545  $7,788,463  $3,103,547  $5,424,463 Wisconsin  $4,429,634  $12,077,838  $2,810,511  $12,412,034  $648,515  $84,660,795  $52,420,129  $222,274,471 
Wyoming  $166,000  $3,669,734  $5,370,829  $803,201  $833,775  $1,822,100 Wyoming  $1,453,522  $2,957,506  $5,205,186  $219,996  $17,331,013  $6,053,226  $45,886,088 
United States  $31,501,508  $113,595,074  $1,102,843,073  $2,082,000  $892,336,336  $216,234,011  $106,513,236  $2,999,999  $910,541,731 United States  $371,259,425  $606,383,804  $100,696,941  $659,310,702  $104,522,185  $4,923,997,943  $4,722,709,124  $23,654,388 $14,891,181,480 

Note: The U.S. total reflects grants and cooperative agreements awarded to all 50 states and the District of Columbia. It does not include funding allo-
cated to territories, localities, or tribes to ensure comparability.
Source: CDC Grant Funding Profiles110
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Broader federal funding landscape
While CDC serves as the primary 
federal public health agency, its efforts 
are supported and complemented by 
several other federal agencies within 
and outside HHS. These agencies 
work collaboratively, enabling a broad 
approach to the health challenges 
facing the nation.

Health Resources and Services 
Administration

HRSA plays a critical role in improving 
access to healthcare services for people 
who are geographically isolated or 
economically or medically vulnerable. 
This agency’s efforts in health 
workforce education and training, 
health systems enhancements, and 
increasing patient access to healthcare 
help bolster public health capabilities 
across the country. In FY 2024, HRSA’s 
funding level of $8.9 billion represents 
a decrease of $577 million from the 
previous year’s $9.5 billion.111

Substance Abuse and Mental Health 
Services Administration 

SAMHSA advances the nation’s 
behavioral health. Its programs 
prioritize treatment and recovery 
approaches for individuals with 
mental and substance use disorders. 
As public health challenges like the 
opioid epidemic and mental health 
crises increase, the importance 
of SAMHSA’s work has become 
increasingly prominent. The funding 
for FY 2024, $7.45 billion, was a $70 
million decrease from FY 2023.112

Food and Drug Administration (FDA)

The FDA ensures the safety of food 
and drugs, which directly impacts 
public health. Its regulatory roles 
include overseeing the manufacture 
and distribution of drugs, biological 
products, medical devices, cosmetics, 
and tobacco products, and ensuring 
food safety and security. The FDA’s total 
FY 2024 budget authority is $3.6 billion, 
slightly below what it was in FY 2023.113

Agencies Outside HHS

Beyond HHS, many federal departments 
are assisting in promoting health by 
addressing social determinants of health, 
such as access to safe housing, adequate 
nutrition, and clean air and water.

l �USDA manages nutritional 
programs that affect public health 
through food security, such as SNAP, 
WIC, and school lunch programs.

l �EPA plays a critical role in protecting 
human health and the environment. 
It regulates air quality, water quality, 
and chemical safety, areas that have 
significant public health implications. 

l �HUD contributes significantly to 
public health through its housing 
policies and programs, which have 
profound impacts on community 
health outcomes. In addition to 
its efforts to improve housing 
conditions and reduce homelessness, 
HUD also addresses environmental 
health hazards within homes, such as 
lead exposure and poor air quality. 
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State and Local Public Health Funding
The United States public health system 
is a complex network of federal, state, 
local, tribal, and territorial agencies 
that work together to protect and 
promote the health of the nation. At 
the federal level, agencies provide 
leadership, guidance, and funding 
to support public health initiatives 
nationwide. These agencies set 
national health priorities, conduct 
research, and develop evidence-based 
guidelines and policies. 

State and territorial health agencies 
play a dual role: they serve as a link 
between federal agencies and local 
health departments, while also working 
directly on the front lines alongside 
local agencies. They are responsible for 
allocating federal funds, implementing 
statewide and territory-wide policies 
and programs, and providing technical 
assistance and support to local 
agencies. Additionally, state health 
departments may be actively involved 
in community-level interventions and 
programs. Tribal health departments 
work in concert with federal and 
state agencies but operate under the 
sovereignty of their respective tribes, 
tailoring public health initiatives to 
meet the cultural and specific needs 
of their communities. Local health 
departments, which are typically 
county or city-based, are on the 
front lines, directly serving their 
communities through a variety of 
programs and services. When it is 
operating effectively, this multi-tiered 
structure allows for a coordinated 
approach to public health, with 
each level playing a distinct yet 
interconnected role. The structure 
leverages centralized resources 
and expertise while enabling local, 
tribal, and territorial flexibility and 
adaptability.

Within this system, state, local, tribal, 
and territorial health agencies work 
to promote and protect the health 
and well-being of the communities 
they serve. These agencies are 
responsible for a wide range of 
essential public health functions, 
including disease surveillance, health 
education, immunization programs, 
environmental health services, 
and emergency preparedness and 
response. They collaborate with 
community partners, healthcare 
providers, and other stakeholders 
to assess and address the unique 
health needs of their populations, 
with a focus on preventing chronic 
diseases, reducing health disparities, 
and promoting health equity. By 
implementing evidence-based 
interventions, developing and 
enforcing public health policies, and 
providing critical services to those in 
need, state and local health agencies 
play a vital role in ensuring that all 
individuals have the opportunity to 
live healthy lives.

Federal funding is critical to the 
capacity and effectiveness of state 
and local health departments. These 
agencies rely heavily on federal 
grants and cooperative agreements 
to support a wide range of programs 
and services. When federal funding 
is inadequate, inconsistent, or subject 
to budget cuts, it can undermine 
the ability of state and local health 
departments to maintain essential 
services, respond to emergencies, 
and address emerging health threats. 
Insufficient federal support can lead 
to staff layoffs, program reductions, 
and diminished capacity to serve 
under-resourced populations, 
ultimately weakening the nation’s 
public health infrastructure 
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and leaving communities more 
susceptible to health risks. 
Conversely, robust and sustained 
federal investment in state and local 
public health enables these agencies 
to build and maintain a skilled 
workforce, modernize data systems, 
and implement innovative strategies 
to promote health and health equity.

In addition to federal and state 
funding, state and local health 
departments also derive substantial 
portions of their budgets from their 
own revenue streams, such as state 
taxes, local levies, fees, and third-
party reimbursements. The level of 
funding that states and localities 
allocate to public health can have a 
significant impact on the capacity 
and effectiveness of their health 
departments. When state and local 
funding is robust and consistent, 
health departments are better 
equipped to meet the needs of their 
communities and they gain flexibility 
to address specific priorities that 
may not be fully covered by federal 
programs. However, when state and 
local budgets are strained or public 
health funding is deprioritized, 
it can lead to reduced services, 
understaffing, and a limited ability to 
address emerging health challenges. 
This can be particularly detrimental 
during times of crisis, such as the 
COVID-19 pandemic, when health 
departments are called upon to 
mount a rapid and comprehensive 

response. Ultimately, a strong and 
resilient public health system requires 
a combination of adequate and 
sustained funding from both federal 
and state/local sources.

In recent years, federal sources were 
the primary funders for several 
key state health agency programs 
and services, including the Special 
Supplemental Nutrition Program 
for Women, Infants, and Children 
(WIC), chronic and infectious disease 
prevention and control initiatives, and 
public health emergency preparedness 
and response activities.114 In contrast, 
state sources played a larger role in 
funding injury prevention programs, 
environmental health services, 
administrative functions, and quality-
improvement efforts within state health 
agencies. This breakdown highlights 
the important interplay between 
federal and state funding in supporting 
a wide range of public health activities.

Zooming in on funding supported 
by states’ own revenues (i.e., state-
generated revenue from taxes, fees, 
third-party reimbursements, etc.), 
at least 37 states and the District 
of Columbia either maintained or 
increased their public health funding 
in FY 2023, as indicated in Table 
3. Nonetheless, at least 11 states 
reduced their funding, potentially 
compromising their services and 
preparedness for critical situations. 
(Data were not available for two states.)
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TABLE 3: STATE PUBLIC HEALTH FUNDING HELD STABLE OR INCREASED IN 
AT LEAST 37 STATES AND DC

Funding by state FY 2022 to 2023

State FY 2023 Funding Change from prior year
Alabama $263,287,972 s

Alaska $64,418,952 t

Arizona $207,373,903 s

Arkansas $136,766,941 t

California $3,285,985,000 t

Colorado $431,843,503 s

Connecticut $148,028,800 s

Delaware $51,492,300 s

District of Columbia $283,955,264 s

Florida $494,027,569 s

Georgia $379,950,092 s

Hawaii $108,761,695 s

Idaho $85,779,300 t

Illinois $544,606,900 s

Indiana $103,590,532 t

Iowa $119,222,212 s

Kansas $93,325,089 s

Kentucky $181,031,172 s

Louisiana $133,585,366 s

Maine $62,150,861 s

Maryland $1,170,828,542 t

Massachusetts $900,614,572 s

Michigan $388,926,200 t

Minnesota $456,390,188 s

Mississippi $50,314,251 s

Missouri $41,211,456 s

Montana $21,292,874 s

Nebraska $88,166,806 s

Nevada Not reported Not reported
New Hampshire $33,319,186 s

New Jersey $398,799,000 s

New Mexico $496,109,500 s

New York $1,966,367,471 s

North Carolina $177,645,131 s

North Dakota $56,283,518 ↔
Ohio $349,346,148 t

Oklahoma $267,563,211 s

Oregon $771,415,283 s

Pennsylvania $230,521,100 s

Rhode Island  $69,133,504 t

South Carolina $152,741,314 s

South Dakota $36,970,122 s

Tennessee $511,633,400 s

Texas $505,712,378 t

Utah  $118,077,900 s

Vermont $39,949,928 s

Virginia $408,737,966 s

Washington $539,708,566 s

West Virginia Not reported Not reported
Wisconsin $113,264,800 t

Wyoming $19,452,254 s

Note: Caution should be exercised when com-
paring across states due to variations in orga-
nizational responsibilities, budgeting practices, 
and fiscal structures that can affect public health 
funding data. For FY 2023, Nevada and West 
Virginia did not submit their public health fund-
ing data to TFAH. To understand the nuances 
and methodology behind the data collection, 
including TFAH’s specific criteria for defining 
“public health funding,” refer to the “Appendix B: 
Methodology” section of TFAH’s 2024 Ready or 
Not report.115

Source: TFAH analysis of states’ public health 
funding data.
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In 2024, state and local public health 
departments are navigating a complex 
landscape, including significant fiscal 
cliffs created by the end or rescission 
of COVID-19 response funding. 

State and local agencies often face 
significant challenges in maintaining 
and strengthening public health 
infrastructure, including the 
fundamental resources, systems, 
and capabilities needed to effectively 
deliver essential services and protect 
population health. This includes a 
skilled and sufficient workforce, up-
to-date data and information systems, 
adequate laboratory capacity, and strong 
organizational and communication 
networks. Chronic underfunding, 
particularly during periods between 
public health emergencies, has led 
to workforce shortages, outdated 
technology and data systems, and 
limited surge capacity during crises.

With respect to workforce capacity, 
state and local public health agencies 
often struggle with recruitment 
and retention. This has had serious 
consequences, as 76 percent of local 
health departments report that 
inadequate staffing levels hindered 
the effectiveness, scale, or quality 
of their COVID-19 response—the 
largest reported obstacle by a 
significant margin.116 The pandemic 
has exacerbated these challenges, 
leading to high levels of burnout, 
turnover, and even threats and 
harassment against public health 
officials.117,118,119,120,121,122 Experts 
estimate that state and local health 
departments need to increase their 
workforce by nearly 80 percent, 
equating to an additional 26,000 full-
time equivalent positions at the state 
level and 54,000 full-time equivalent 
positions at the local level.123

PRESIDENTIAL ADVISORS CALL FOR STRENGTHENING THE 
PUBLIC HEALTH WORKFORCE

A May 2023 report by the President’s Council of Advisors on Science and 

Technology124 focused on rebuilding the U.S. public health system after the COVID-19 

pandemic and emphasized the importance of investing in the public health workforce 

to achieve health equity. Key recommendations included:

l �Establishing a common lexicon and 

standardized classification system 

for the public health workforce to 

enable better data collection, resource 

allocation, and workforce development.

l �Expanding recruitment, retention, 

and training efforts for public health 

careers through an all-of-government 

campaign, including direct hiring 

authority, loan repayment and 

forgiveness options, and personnel 

exchanges between federal, state, 

tribal, and territorial health officials, as 

well as the private sector.

l �Supporting community health workers 

with sustainable career pathways 

and fostering a national community 

of practice focused on scientifically 

informed, community-engaged 

practices for health equity.
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These are concerning circumstances, 
but there are reasons for hope. First, in 
recent years, several states, including 
Colorado, Georgia, Oklahoma, 
Oregon, and Utah, enacted laws to 
protect public health workers from 
harassment or threats of violence, thus 
strengthening and adding to the legal 
protections that exist in at least 35 
states and the District of Columbia.125 
Additionally, the $7.4 billion included 
in the American Rescue Plan Act to 
hire and train public health workers 
was a positive step.126,127 Another 
positive development was the adoption 
of the Public Health Workforce Loan 
Repayment Program as part of the 
Consolidated Appropriations Act of 
2023, which allows the establishment 
of a federal loan repayment 
program to support recruitment and 
retention.128 However, these loan 
repayment incentives must be funded 
by Congress to be implemented.

Another bright spot in the area of 
public health infrastructure has 
been notable efforts in recent years 
to address the challenges related 
to outdated technology and data 
systems. The COVID-19 pandemic has 
highlighted the critical importance 
of having modern, interoperable, 
and secure data infrastructure to 
support real-time decision-making, 
disease surveillance, and response 
coordination. In 2019, CDC invested 
first-time dollars in Public Health 
Data Modernization, a multiyear 
effort to upgrade public health 
data systems and technology at the 
federal, state, and local levels.129 
Data modernization aims to improve 
data quality, timeliness, and 
accessibility; enhance data analytics 
and visualization capabilities; and 
strengthen data security and privacy 
protections. In addition to annual 
funding, the Coronavirus Aid, Relief, 

and Economic Security (CARES) 
Act and the American Rescue Plan 
Act provided significant funding 
to support public health data-
modernization efforts, including 
grants to state and local health 
departments for technology upgrades 
and data-integration projects. 

CDC’s updated Public Health Data 
Strategy for 2024–2025130 and its 2023 
Lookback Report131 demonstrate 
significant progress in modernizing 
public health data systems and lay out a 
roadmap for continued improvement. 
The strategy’s focus on accelerating the 
adoption of electronic case reporting 
(eCR), connecting public health to 
health IT systems, expanding core 
data sources, and prioritizing data 
to address health disparities aligns 
with the pressing need to enhance 
public health infrastructure and 
reduce health inequities. The 2023 
achievements—such as the increased 
implementation of eCR in healthcare 
facilities, including in critical-access 
hospitals in rural areas, and the launch 
of the Respiratory Virus Data Channel, 
a tool on CDC’s website that provides 
up-to-date data visualizations and 
findings for COVID-19, influenza, and 
respiratory syncytial virus—highlight 
the potential of modern data systems to 
improve real-time disease surveillance, 
outbreak response, and public 
communication. As state and local 
health departments work to leverage 
these advancements, sustained federal 
funding and technical assistance will 
be critical to ensure equitable access 
to these tools and build long-term 
capacity for data modernization. 

Perhaps most significantly, CDC is 
administering the groundbreaking 
Public Health Infrastructure Grant 
program in partnership with three 
national organizations: the Association 

of State and Territorial Health 
Officials, the National Network of 
Public Health Institutes, and the Public 
Health Accreditation Board.132 The 
five-year grant program is intended to 
help state, local, and territorial public 
health agencies build the size and 
diversity of their workforce, modernize 
their data systems, and enhance their 
capabilities.133

The Public Health Infrastructure Grant 
represents a major opportunity for 
state and local health departments to 
address longstanding infrastructure 
gaps and build the foundational 
capabilities needed to deliver essential 
public health services and respond to 
emerging health threats. By providing 
flexible funding and technical 
assistance across a broad range of 
infrastructure areas, the program 
can support health departments in 
developing a more skilled and diverse 
workforce, implementing modern data 
systems, and strengthening community 
partnerships and engagement. 
Importantly, the program’s emphasis 
on equity and accountability can help 
ensure that infrastructure investments 
are targeted to address health disparities 
and improve outcomes for underserved 
communities. As the program continues 
its implementation, it will be critical 
for CDC and its partners to provide 
ongoing guidance and support to 
grantees, share best practices and 
lessons learned, and evaluate the impact 
of infrastructure investments on public 
health capacity and performance. 
With sustained funding and effective 
implementation, the Public Health 
Infrastructure Grant program has the 
potential to meaningfully improve 
the U.S. public health system and 
better position state and local health 
departments to protect and promote the 
health of all communities.
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Recommended Policy Actions
To improve the health and well-being of all U.S. residents, reduce healthcare 
costs and health disparities, and protect the nation’s health, economic, and 
national security, TFAH recommends that Congress and the Administration 
take the following actions.

Modernize and Strengthen Public Health Systems in Every Community
Protect and increase overall funding for CDC and 
public health to save lives nationwide. TFAH 
supports providing sustained, predictable annual 
appropriations for CDC of at least $11.5 billion in 
FY 2025. More than 80 percent of CDC funding is 
allocated to state, local, territorial, and tribal health 
departments, among other external partners, 
to implement evidence-based public health and 
prevention programs. Many proven, evidence-based 
public health and prevention programs, including 
programs aimed at preventing the leading causes 
of death and drivers of healthcare costs, have yet to 
reach all 50 states due to underfunding. Similarly, 
state, local, tribal, and territorial lawmakers 
should prioritize public health funding to ensure 
workforce retention and avoid the boom-and-bust 
cycle of public health support. 

Ensure continuous improvement of public health 
infrastructure systems. The nation’s public 
health system is built on an infrastructure that 
is insufficient due to chronic underfunding. 
TFAH supports sustained funding for the 
people and systems needed to provide essential 
services. Public health experts estimate an 
increase of $4.5 billion per year is necessary 
to enable health departments to develop 
foundational capabilities of public health.134 
Sustained and predictable funding to build 
critical infrastructure, as proposed in the Public 
Health Infrastructure Saves Lives Act, would 
ensure more effective emergency responses, 
faster disease detection, and continuous progress 
toward preventing chronic conditions. In the 
meantime, Congress should provide at least $1 
billion in annual investment in CDC’s Public 
Health Infrastructure program, which is already 
yielding important progress in strengthening 
the foundations of public health. Together with 

investments in workforce and data, these grants 
will lead to more effective responses to emerging 
threats and improved health outcomes. 

Invest in sustained public health data 
modernization to detect and contain outbreaks 
and emerging threats. TFAH and partners 
recommend that Congress provide at least $340 
million in FY 2025 for Public Health Data 
Modernization at CDC to modernize and sustain 
the data infrastructure at CDC and at state, local, 
tribal, and territorial health departments. This 
initiative enables real-time and actionable data to 
improve responses to epidemics and to improve 
the effectiveness of related programs. Investments 
to date are already yielding benefits, such as 
faster case reporting and reduced staff hours 
needed. The Data: Elemental to Health campaign 
estimates that at least $7.84 billion is needed over 
five years to strengthen public health data systems 
at the state and local levels.135 Congress should 
also support next-generation disease detection 
and forecasting through CDC’s Advanced 
Molecular Detection program, National 
Wastewater Surveillance System, and the 
Center for Forecasting and Outbreak Analytics. 
These programs face significant reductions in 
services without increased base appropriations.

Fund CDC to support state and local public health 
laboratories and epidemiology. Congress should 
increase funding to strengthen the Epidemiology 
and Laboratory Capacity Program across the 
country. Currently, funding for the Epidemiology 
and Laboratory Capacity grant meets fewer 
than half the needs of laboratories and health 
department epidemiologists nationwide, with 
little funding allocated for cross-cutting systems 
and workforce.136 

34
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Bolster recruitment and retention of 
the public health workforce. Congress 
can support recruitment and retention 
of a well-trained and sufficient 
public health workforce by funding 
HRSA’s Public Health Workforce 
Loan Repayment Program and 
CDC’s Public Health Workforce 
Development program. While 
emergency supplemental funding can 
help with short-term staffing needs 
for discrete response requirements, 
it cannot be used to recruit and 
retain the workforce in the long term. 
Funding for CDC’s workforce line 
should include an additional $100 
million to continue the Public Health 
AmeriCorps program, which faces 

a funding cliff that will effectively 
end the initiative. Public Health 
AmeriCorps has successfully recruited 
and trained future public health 
leaders to address health needs in 
underserved communities.

Restore the Prevention and Public 
Health Fund and reject further cuts. 
The Prevention Fund has made critical 
investments in every state, such as 
expanding vaccine access through 
CDC’s Immunization Program, 
building laboratory capacity, and 
preventing chronic disease.137 In 
addition to representing around 10 
percent of CDC’s budget each year, the 
Prevention Fund supports prevention 

programs at the Administration for 
Community Living and SAMHSA. 
Despite funding critical work, the 
Prevention Fund has already been 
cut by $12.95 billion from FY 2013 
through FY 2029. 

Enact full-year appropriations bills. 
Continuing resolutions, short-term 
funding, government shutdowns, and 
across-the-board cuts are all deeply 
harmful to public health. They do 
not allow for efficient, effective use of 
taxpayer dollars, or for the hiring and 
retention of skilled workers. Congress 
should pass full-year appropriations for 
HHS and other federal agencies. 

Invest in the Nation’s Health Security
Strengthen the Public Health 
Emergency Preparedness (PHEP) 
program. PHEP is the main federal 
program that supports domestic health 
security across the country for all types 
of natural disasters, biological threats, 
and man-made events. Congress should 
continue to restore funding to CDC’s 
PHEP cooperative agreement program 
to $1 billion in FY 2025 to ensure 
states, tribes, territories, and localities 
have the core capabilities necessary 
to respond to an escalating number 
and severity of emergencies. Increased 
funding would deploy epidemiologists 
in additional jurisdictions, advance 
laboratory capacity in states to keep up 
with current technologies and threats, 
and improve medical countermeasures 
as well as planning and response 
capabilities.

Ready the healthcare system for 
disasters. Congress should provide at 
least $500 million to the Health Care 
Readiness and Recovery program, 
administered by the Administration for 

Strategic Preparedness and Response 
(ASPR), the primary federal source 
of funding to help the healthcare 
delivery system prepare for and 
respond to disasters. Appropriations 
for this line, which includes Hospital 
Preparedness Program funding for 50 
states as well as territories and cities, 
have been cut drastically from $515 
million in FY 2003 to $305 million in 
FY 2024. The HPP supports multiple 
approaches to develop healthcare-
system readiness, but limited funding 
has prevented some regions from fully 
developing this capacity. Among its 
outcomes, increased funding would 
expand readiness for cyber threats to 
the health system, address major gaps 
in preparedness, and build special 
pathogen-preparedness capacity across 
the United States. 

Support the vaccine infrastructure 
to reduce preventable infectious 
diseases. Every year, the United 
States spends an estimated $26.5 
billion to treat four major vaccine-

preventable diseases among adults 
ages 50 and older.138 Congress 
should increase support for 
immunization infrastructure, 
outbreak prevention, and outbreak 
response by appropriating at least $1.1 
billion in FY 2025 for the National 
Immunization Program. CDC’s 
National Immunization Program 
supports state and local immunization 
programs that increase vaccine rates 
(including among underserved 
populations), respond to outbreaks, 
educate the public and providers, 
conduct surveillance, improve vaccine 
confidence, establish partnerships, and 
improve information systems. 

Prevent the threat of antimicrobial-
resistant infections. More than 2.8 
million antimicrobial infections occur 
and more than 35,000 people die 
each year in the United States from 
infections that are resistant to drugs 
like antibiotics.139 Congress should 
increase funding for innovative 
methods of preventing, detecting, 
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Address Health Disparities and Root Causes of Disease 
Advance health equity by addressing 
community-wide social determinants 
of health. Nonmedical factors, such as 
housing, employment, transportation, 
food security, and education have a 
major influence on individual and 
community health.142 Indeed, these 
factors are estimated to contribute 
as much as 80 to 90 percent toward 
a person’s health outcomes, while 
traditional healthcare only accounts 
for 10 to 20 percent.143 For FY 2025, 
TFAH urges Congress to fund CDC’s 
Social Determinants of Health 
program at $100 million to invest in 
addressing conditions that affect the 
health and livelihoods of communities 
and prevent disease.144 The funding 
would support local, state, and tribal 
efforts to coordinate multisectoral 
partnerships to identify and address 
the most pressing nonmedical 
factors influencing health in their 
communities and make healthy 
choices the easy choice.

Direct funding to community-led 
initiatives to reduce health disparities. 
Congress should appropriate at least 

$102.5 million for CDC’s Racial and 
Ethnic Approaches to Community 
Health (REACH) and Healthy 
Tribes programs in FY 2025. Within 
this total, TFAH recommends 
including at least $75.5 million for 
the REACH grant program to allow 
it to scale up so that all eligible and 
approved but currently unfunded 
communities can be funded. The 
REACH program explicitly focuses on 
improving chronic disease outcomes 
and health equity for specific racial 
and ethnic groups in communities 
with high incidence rates for such 
diseases. REACH grantees successfully 
partnered with trusted community 
leaders to decrease rates of smoking, 
reduce obesity, increase fruit and 
vegetable consumption, and improve 
healthy behaviors. In addition, 
Congress should allocate $27 million 
for Healthy Tribes to expand the three 
programs under this funding line: 
Good Health and Wellness in Indian 
Country, Tribal Epidemiology Centers 
for Public Health Infrastructure, and 
Tribal Practices for Wellness in Indian 
Country. Healthy Tribes initiatives 

provide tribal leaders with resources, 
technical assistance, and evidence-
based policies so that each grantee can 
then create chronic disease prevention 
programs that center tribal history, 
traditions, and beliefs. 

Focus funding on populations at 
elevated risk due to the impact of 
structural racism, poverty, systemic 
discrimination, and disinvestment. 
Communities disadvantaged by 
systemic discrimination, including 
those living with health disparities 
as part of systemic marginalization, 
must be a priority for funding and 
investment. Federal health agencies 
should consider disease burden and 
social context when determining 
grant-making eligibility criteria and 
enable capacity-building funding so 
the communities with the greatest 
need can access and benefit from 
competitive grants. Congress and 
federal agencies should ensure 
funding is reaching under-resourced, 
marginalized, and disproportionately 
impacted communities. 

and containing outbreaks supported 
by the Antimicrobial Resistance 
Solutions Initiative (ARSI) at CDC. 
Through ARSI, CDC is investing in 
prevention measures in every state 
to strengthen lab capacity, track 
infections across healthcare systems, 
detect new threats, disrupt pathogens, 
coordinate prevention strategies, 
and educate healthcare providers on 
appropriate antibiotic use. As a result 
of recent investments, CDC launched a 
U.S.-based antimicrobial resistance lab 
network to detect resistant pathogens 
and prevent infections.140 

Create a Health Defense Operations 
budget designation to meet 
the challenges of public health 
emergencies. The surge of short-term, 
time-limited funding in COVID-
19 supplemental appropriations 
legislation was important for America’s 
significant response needs, but it is 
not a sustainable source of funding to 
finance this country’s preparedness 
requirements. Furthermore, 
thousands of competing priorities 
in the non-defense discretionary 
budget category continue to impede 
annual discretionary appropriations, 

making it nearly impossible to invest 
in medium- to long-term pandemic 
prevention. Congress should create a 
Health Defense Operations budget 
designation to exempt specific health 
defense programs central to pandemic 
preparedness from the annual 
discretionary budget allocations and 
ensure these critical activities receive 
sustainable resources necessary 
to secure Americans’ health and 
economic and national security.141 
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Promote Health and Prevent Chronic Diseases Across the Lifespan 
Significantly increase investments in 
chronic disease prevention. Six in 10 
adults in the United States live with a 
chronic disease,145 and just over one 
in three young adults ages 17 to 24 
exceed the weight limits to serve in 
the U.S. military.146 Chronic diseases 
are the leading causes of death and 
disability and, along with mental 
health conditions, account for an 
estimated 90 percent of the nation’s 
$4.5 trillion annual health costs.147 
Many of these conditions could be 
prevented or managed with cost-
effective community interventions 
and patient support. Congress should 
counteract years of underfunding of 
CDC’s National Center for Chronic 
Disease Prevention and Health 
Promotion. Under current funding, 
CDC cannot provide adequate 
resources to all eligible states or 
communities, including states that 
already have high rates of disease. 

Expand obesity prevention to all states 
through CDC’s Division of Nutrition, 
Physical Activity and Obesity. Congress 
should allocate at least $130 million 
in FY 2025 to CDC’s Division of 
Nutrition, Physical Activity and 
Obesity to allow CDC to continue 
building out key programs, including 
extending the State Physical Activity and 
Nutrition program (SPAN) program to 
all 50 states, U.S. territories, and tribal 
communities. SPAN enables states to 
implement evidence-based strategies to 
improve overall health and prevent the 

obesity epidemic, but it currently only 
supports 17 out of 50 eligible states.148 
SPAN grantees focus their efforts on 
increasing breastfeeding support, 
disseminating food-service guidelines, 
promoting community physical-activity 
access strategies, and integrating both 
nutrition and physical activity standards 
into statewide early care and education 
systems. This funding level would also 
enable CDC’s Active People, Healthy 
Nation to provide technical assistance 
to small, rural, and underfunded 
communities to access active 
transportation grant funding from the 
Bipartisan Infrastructure Law. 

Support Age-Friendly Public Health 
Systems. Congress should provide 
at least $50 million for CDC to build 
state, local, tribal, and territorial 
public health department capacity to 
promote the health of older adults. 
Age-Friendly Public Health System 
interventions can optimize the well-
being of adults ages 65 or over, prolong 
their independence, and reduce their 
use of expensive healthcare services. 
Public health’s role in improving 
health across the lifespan is being 
recognized, leading to a growing 
number of collaborations between 
the public health and aging-services 
sectors. Increased funding is needed 
to ensure public health capacity and 
capability to address the unique needs 
of older adults, such as social isolation 
and loneliness, and access to healthy 
food and transportation.
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Invest in Primary Prevention of Behavioral Health Concerns and Deaths of Despair 
Expand Comprehensive Suicide 
Prevention to all states. According to 
CDC data, the number of suicides—
over 49,000 deaths—increased in 2022 
to historic peak levels after slight 
declines in 2019 and 2020.149,150 The 
highest age-adjusted suicide rate in 
2022 was for American Indian and 
Alaska Native (AI/AN) people, and 
rates for men in all age groups over 
34 increased from 2021 to 2022, 
with significant increases for those 
ages 45–54 and 55–64.151 Congress 
should appropriate at least $80 
million for CDC’s Comprehensive 
Suicide Prevention program, which 
funds states, territories, and tribes to 
implement comprehensive suicide-
prevention plans using multisector 
partnerships and data to inform 
prevention efforts with the goal of 
reducing suicide by 20 percent by 
2025.152 The Comprehensive Suicide 
Prevention program also aims for a 
10 percent reduction in suicide and 
suicide attempts among populations 
that are disproportionately affected by 
suicide, including veterans and rural 
communities. 

Increase resources to prevent 
and mitigate Adverse Childhood 
Experiences (ACEs). ACEs, such 
as child abuse and neglect, can 
have profound lifetime impacts on 
behavioral and physical health. A 2021 
review found an association between 
ACEs and the development and 
severity of substance use disorder.153 
Prevention of ACEs can have significant 
benefits: CDC estimates that the 
prevention of ACEs could avoid 21 
million cases of depression and up 
to 1.9 million cases of heart disease 
among adults.154 CDC research also 
shows that creating and sustaining 
safe, stable, nurturing relationships 
and environments for all children 

and families can prevent ACEs and 
help children reach their full health 
and life potential. Congress should 
provide at least $33 million in FY 2025 
to expand CDC’s Adverse Childhood 
Experiences prevention program to 
up to 30 new states, territories, tribes, 
and localities to implement prevention 
strategies in their communities. CDC 
takes a comprehensive public health 
approach to preventing ACEs by 
building the evidence base through 
research and evaluation, supporting 
data innovation, identifying strategies, 
and improving capacity and awareness 
to prevent ACEs across the country. 

Expand school-based services to 
reduce risk among youth. Congress 
should increase funding for CDC’s 
Division of Adolescent and School 
Health (DASH) program to $100 
million in FY 2025. DASH funds local 
education agencies to implement 
school-based programs and practices 
designed to improve health education, 
increase access to health services, 
and institute strategies to improve 
school connectedness and parent 
engagement.155 In an action guide 
released in December 2023, for 

example, DASH outlined strategies 
to promote mindfulness and build 
relationships and social skills among 
students.156 DASH programs reduce 
risk behaviors, among other positive 
outcomes, for less than $10 per 
student.157,158 In fact, studies released 
in January and February 2022 found 
that these programs resulted in 
significant decreases in sexual risk 
behaviors, violent experiences, and 
substance use.159,160 DASH programs 
currently reach approximately 2 
million—or around 7 percent—of the 
nearly 30 million middle and high 
school students as of fall 2022.161,162 
An increase in DASH funding to $100 
million would allow these programs 
to expand to all 50 states and 75 of 
the largest local education agencies, 
reach 25 percent of all students, 
and help equip more children and 
adolescents with protective factors that 
will enable them to become healthy 
adults. Findings that CDC released 
in February 2023, showing increasing 
levels of poor mental health for nearly 
all groups of youth, underscore the 
importance of this work.163
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Prepare for and Prevent the Health Impacts of Environmental Threats
Prepare for and mitigate the health 
impacts of climate change, extreme 
weather, and other environmental 
health threats. Congress should 
increase overall funding for CDC’s 
National Center for Environmental 
Health and other federal agencies 
that protect against environmental 
health risks. Programs that protect 
people from threats such as lead, toxic 
chemicals, extreme heat, and flooding 
need support to reach communities at 
highest risk. These programs include: 

l �Environmental Health Tracking. 
Congress should increase funding 
to $65 million to extend CDC’s 
National Environmental Public 
Health Tracking Network to 
every state. The network helps 
states collect key data around 
environmental health threats and 
target interventions to save lives. 
Through the network, states monitor 
water quality from wells used for 
drinking water, check levels of 
mercury in popular fishing areas, 
measure air quality from wildfires, 
and track the impact of smoke 
from wood-burning stoves. The 
program has an estimated return on 
investment of $1.44 for every dollar 
invested in healthcare costs alone.164 
The network also partners with the 
Climate and Health Program and 
National Oceanic and Atmospheric 
Administration on the Heat and 
Health Tracker, a national resource 
that provides local heat and health 
information so communities can 
better prepare for and respond to 
extreme heat events.

l �Climate and Health Program. The 
administration and Congress should 
increase funding to $110 million 
to expand CDC’s Climate and 
Health Program to improve climate 
readiness in every state, large city, 
tribe, and territory. Due to funding 
limitations, only 13 entities (including 
state health departments, local 
health departments, and academic 
institutions) are grantees of CDC’s 
Climate and Health Program through 
the Climate-Ready States and Cities 
Initiative.165 This initiative provides 
these communities with assistance to 
implement CDC’s Building Resilience 
Against Climate Effects (BRACE) 
framework. The BRACE framework 
can help jurisdictions identify likely 
climate impacts, potential health 
impacts, and high-risk populations 
and locations, and it can create and 

implement adaptation plans. This 
level of funding would allow CDC 
to reach all states and territories, 
and to offer more scientific and 
epidemiological studies and resources 
on climate change and related health 
outcomes. Additionally, CDC would 
be better equipped to evaluate the 
grantees’ work in order to identify 
and share best practices with 
communities nationwide.

l �Support infrastructure to respond to 
environmental disasters. Congress 
should provide at least $100 million 
in funding for the Agency for 
Toxic Substances and Disease 
Registry (ATSDR). ATSDR’s 
expertise and ability to respond 
around the clock have been critical 
in supporting responses to events 
like the East Palestine, Ohio, train 
derailment, Canadian wildfire 
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smoke, and contamination from 
per- and polyfluoroalkyl substances 
(PFAS). ATSDR supports the ATSDR 
Partnership to Promote Local Efforts 
to Reduce Environmental Exposure 
(APPLETREE) cooperative 
agreement, which expands the 
environmental health capacity in 
state health departments, allowing 
them to do critical work to identify 
if and how people are exposed to 
hazardous substances and make 
recommendations to prevent and 
address those exposures.

l �Coordinate efforts to address the 
impact of climate change on health 
through the HHS Office of Climate 
Change and Health Equity. Congress 
should allocate $5 million for 
HHS’s Office of Climate Change 
and Health Equity (OCCHE) to 
support its mission of serving as a 
hub for climate and health policy 
in pursuit of equitable health 
outcomes. OCCHE coordinates 
and aligns agency-wide programs 
to develop climate and health 
resilience for disproportionately 
affected populations, climate 
actions to reduce health disparities, 
and health-sector resilience and 
environmental harm reduction. 
To date, OCCHE has not received 
appropriations from Congress, 
creating challenges such as a lack 
of staffing stability and difficulty 
engaging in long-term planning. 
Dedicated congressional funding 
would allow OCCHE to coordinate 
and align agency-wide programs 

to develop climate and health 
resilience for disproportionately 
affected populations.

l �National Asthma Control Program. 
Congress should increase funding 
to $40 million for the National 
Asthma Control Program. About 
26 million Americans have asthma, 
including one in 10 school-aged 
children.166 Asthma is a leading 
chronic illness among children and 
adolescents in the United States and 
one of the leading causes of school 
absenteeism. It disproportionately 
affects low-income populations, 
communities of color, and children 
living in metropolitan areas, leading 
to more emergency department visits, 
hospitalizations, and deaths in these 
groups compared with the general 
population.167 It is responsible for 
approximately $50 billion annually 
in healthcare costs, $3 billion in 
missed school and workdays, and 
$29 billion from mortality.168 The 
program currently supports 25 
state, territorial, and local health 
departments in their efforts to reduce 
asthma morbidity and mortality.169 
These grantees work to improve 
asthma surveillance, provide 
asthma self-management education, 
and promote policies to reduce 
environmental asthma triggers. 
While the program has made 
significant strides, many jurisdictions 
remain unfunded. Expanding the 
program’s reach could potentially 
improve asthma outcomes for many 
more U.S. residents.
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Closing Thoughts
While many of the initiatives described in this report represent important steps forward, 
sustained funding and long-term commitment will be essential to fully realize the potential 
of modern data systems, a larger public health workforce, and programs designed to address 
the social determinants of health and heath equity. Moreover, there are troubling signs that 
the historical boom-and-bust pattern of only investing in public health during emergencies 
may continue. The Fiscal Responsibility Act (FRA) of 2023 rescinded unobligated COVID-
19 supplemental funding from several public health agencies and programs, including the 
Public Health and Social Services Emergency Fund, CDC, and others.170 This reduced support 
for public health workforce recruitment, training, and retention programs and decreased 
funding for state and local health departments.

The FRA’s funding rescissions 
underscore the urgent need for 
a paradigm shift in public health 
financing, moving away from reactive, 
crisis-driven funding and toward 
sustained, predictable investments in 
core infrastructure and capabilities. 
Without this shift, the progress made 
through initiatives like Public Health 
Data Modernization and the Public 
Health Infrastructure Grant risks 
being undermined, leaving state and 
local health departments once again 
underprepared and under-resourced 
to address the next public health 
emergency.

Compounding these financial 
challenges is the growing erosion of 
public trust in public health institutions 
and expertise.171 The politicization 
of public health measures during the 
COVID-19 pandemic, coupled with 
the spread of misinformation and 

disinformation, has led to increased 
skepticism and hostility toward public 
health officials and agencies. This 
loss of trust not only undermines 
the effectiveness of public health 
interventions but also contributes to 
the burnout and attrition of the public 
health workforce.

Furthermore, in the wake of 
the pandemic, many states have 
considered or adopted legislation 
or regulatory measures to limit 
the authority of public health 
agencies.172,173 These efforts threaten 
to hamstring the ability of public 
health officials to respond quickly and 
effectively to future emergencies.

Rebuilding public trust and support 
for public health will require a 
concerted effort by public health 
leaders, policymakers, and community 
partners to engage in transparent, 

inclusive decision-making processes, 
communicate effectively with 
diverse audiences, and demonstrate 
the value and impact of public 
health interventions. This must be 
accompanied by a commitment to 
addressing the root causes of health 
inequities and ensuring that public 
health measures are implemented in a 
fair and equitable manner.

Investments in public health systems 
are investments in prevention and a 
healthier America. By investing in the 
foundational capabilities of public 
health infrastructure, engaging in 
meaningful community partnerships, 
and committing to equity, the United 
States can continue to build a public 
health system that is better equipped 
to meet the challenges of the 21st 
century and safeguard the health of 
all its residents.
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