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Executive Summary

In 2024, the United States continued to contend with a complex landscape of public health

challenges. While the acute phase of the COVID-19 pandemic had subsided, its lingering

effects—along with intensifying natural disasters, workforce shortages, and persistent health

disparities—remained evident. From the constant threat of novel infectious diseases to

the destabilizing influence of hurricanes, wildfires, and flooding, federal, state, and local

health systems faced escalating demands. These conditions underscored a dual imperative:

maintaining robust day-to-day public health operations and ensuring readiness for emergencies.

Ready or Not 2025: Protecting the Public’s Health from Diseases,
Disasters, and Bioterrorism evaluates how prepared the
nation and all states are to safeguard residents from a wide
range of health threats. This year’s analysis draws on 10

key indicators—spanning healthcare workforce mobility,
accreditation, public health funding, water system safety,
workforce well-being, vaccination coverage, patient safety,

laboratory surge capacity, and avoidable mortality. Improving

on these measures requires efforts by state legislatures and
governors, health departments, the healthcare delivery
system, and the general public. This year, Trust for America’s
Health (TFAH) introduced an indicator examining
avoidable mortality and related disparities, offering deeper
insights into health outcomes and the equity dimensions of

public health emergency preparedness.

NEW INDICATOR MEASURES AVOIDABLE MORTALITY

Beginning with this year’s Ready or Not report, we are
introducing a new indicator designed to measure avoidable
mortality. The goal remains to provide a set of actionable
indicators that not only reflect states’ readiness to protect
public health during emergencies but also track their
progress over time, helping build healthier and more resilient
communities. As a measure of the unaddressed burden of
avoidable illness within a state, this new indicator relates to
how well the population may withstand and recover from a
public health emergency, as communities with stronger overall
health tend to fare better during such emergencies.

The avoidable mortality indicator focuses on deaths before age 75
that could potentially be prevented. It combines two sub-measures:

1. Healthcare-Treatable Causes: Deaths before age 75 that timely
and effective healthcare interventions could have averted.

2. Preventable Causes: Deaths before age 75 that public health
measures could have averted, such as through vaccinations,
safer environments, or improved health behaviors.

This composite measure follows a methodology developed by
the Organisation for Economic Co-operation and Development
and Eurostat, incorporating nationally standardized death rates
and established lists of treatable and preventable causes. The
Commonwealth Fund calculates these sub-measures using
federal mortality data and U.S. Census population data. By
including this metric, TFAH can also assess disparities among
different racial and ethnic groups within each state, shedding
light on underlying inequities that affect community health.

While TFAH continues to prioritize policies and systems

that enable older adults to thrive beyond 75, we recognize
the pressing need to address the high rate of premature,
avoidable deaths in the United States—especially those that
disproportionately harm disadvantaged communities. Adding
this indicator brings fresh perspective to Ready or Not and
strengthens a collective understanding of what it means for
communities to be truly prepared, equitable, and resilient.



The set of 10 indicators that are the
basis for this annual report have been
selected to provide instructive and
actionable assessments of a state’s
readiness to protect the public’s health

during an emergency.

In 2024, the United States faced a series
of public health emergencies that
underscored the nation’s vulnerabilities
to natural disasters, health crises, and
the long-term impacts of environmental
challenges.! The year began with the
continued aftermath of the devastating
wildfires in Hawaii, which necessitated
multiple renewals of public health
emergency declarations due to ongoing
health risks, infrastructure challenges,
and the prolonged recovery process.
These wildfires highlighted the critical
need for appropriate environmental
health strategies and long-term support

for disaster-stricken communities.

As the year progressed, the country
was struck by a series of powerful

TABLE 1: Key Indicators of State Public Health Emergency Prepare

hurricanes. Hurricane Helene

wreaked havoc across multiple states,
including Florida, Georgia, South
Carolina, Tennessee, and North
Carolina, disrupting healthcare systems,
damaging infrastructure, and leaving
communities without power or clean
water. Shortly afterward, Hurricane
Milton struck Florida, compounding
the strain on already overburdened
emergency response systems. Public
health emergency declarations in these
regions facilitated federal assistance and
highlighted the need for coordinated

disaster preparedness efforts.?

Adding to these challenges was the
threat of H5N1 bird flu—the topic of
a special feature later in this report—
which has raised fears of potential
human-to-human transmission. The
virus’s continued spread through
livestock, isolated human cases, and
the fact that it can be life-threatening
in people highlight the need for

aggressive containment measures,
protective protocols for agricultural
workers, vaccine development, and

testing strategies.

These concurrent emergencies
demonstrated the urgent need for
sustained investments in public health
infrastructure, robust preparedness
systems, and policies that prioritize

resilience and equity.

Collectively, these indicators provide

a window into states’ capacities and
vulnerabilities. They highlight areas
where states have made commendable
progress in building more resilient
health infrastructures, as well as areas
where critical gaps remain. Ultimately,
this report aims to inform policymakers,
health leaders, and communities about
what it takes to achieve and sustain a
robust, equitable system capable of
managing routine health needs while

also weathering crises.

ness and Response Capacity

INDICATORS

1 Incident Management: Adoption of the Nurse Licensure
Compact (NLC) to facilitate cross-state nursing practice.

2 Institutional Quality: Accreditation by the Public Health 7
Accreditation Board (PHAB), ensuring quality and accountability.

3 Institutional Quality: Accreditation by the Emergency 8
Management Accreditation Program (EMAP), demonstrating

emergency response readiness.

4 Institutional Quality: Stability or increase in state public health 9
funding, indicating sustained preparedness investments.

5 Water Security: Population served by fully compliant community 10
water systems, reflecting strong environmental health

protections.

6 Workforce Resilience and Infection Control: Employed
population usage of paid time off, supporting workforce health

and reducing disease spread.

Countermeasure Utilization: Flu vaccination coverage, reflecting
readiness to distribute and administer vaccines.

Patient Safety: Percentage of hospitals earning an “A” grade
from Leapfrog, signaling strong clinical safety protocols.

Health Security Surveillance: Laboratory surge capacity plans,
ensuring rapid diagnostic response.

NEW: Health Outcomes: Avoidable mortality rates and
disparities among racial/ethnic groups, illustrating underlying

health inequities and system vulnerabilities.

TFAH < tfah.org
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Key Findings:

® Healthcare Workforce Mobility: The
Expanding Nurse Licensure Compact
(Indicator 1) As of January 2025, 41
states participate in the Nurse Licensure
Compact (NLC), compared with just
26 states in 2017. This significant
expansion underscores a growing
recognition that enabling nurses to
practice across state lines is essential to
addressing chronic workforce shortages
and rapidly mobilizing personnel
during emergencies. Whether
responding to future outbreaks,
providing surge staff after natural
disasters, or expanding telehealth to
underserved regions, the NLC offers
a flexible framework that can adapt to

changing care demands.

States that have adopted the NLC find

it easier to fill nursing vacancies swiftly,
deploy personnel to hard-hit hospitals,
and support ongoing patient care in
remote or underserved areas. This
mobility also benefits telehealth services,
allowing nurses to serve patients

across jurisdictional boundaries thus

strengthening overall system resilience.

® Public Health and Emergency
Management Accreditation
(Indicators 2 & 3) Most states have
achieved accreditation through the
Public Health Accreditation Board
(PHAB) and /or the Emergency
Management Accreditation Program
(EMAP). Accreditation ensures
agencies meet rigorous standards,
engage in continuous improvement,
and maintain well-defined processes—
all foundational elements of emergency
readiness. Accredited states often
have stronger coordination among
stakeholders, clearer governance
structures, and better-quality

monitoring and evaluation systems.

However, a handful of states remain
unaccredited by either PHAB or EMAP.
Their absence from these frameworks
may reflect resource limitations or an
ongoing accreditation process. Still,
accreditation serves as a valuable bench-
mark: states that attain it are generally
better positioned to manage evolving
threats, protect their populations, and
adapt infrastructure and practices to

new challenges as they arise.

® Stable or Increased State Public
Health Funding (Indicator 4) A
majority of states either maintained
or increased their public health
funding in fiscal year (FY) 2024,
signaling recognition that sustained
investment underpins resilience.
However, 14 states reported funding
declines, raising alarms about long-term
sustainability. Without stable funding,
states may struggle to retain skilled staff,
modernize data systems, or invest in
preventive measures that reduce the

severity of future emergencies.

The expiration and rescission of
onetime federal COVID-19-related
funds and the cessation of special
emergency allocations related to the
pandemic threaten to create “funding
cliffs,” where ongoing needs exceed
available resources. Federal funding
constitutes a significant portion of
funding for public health programs
nationally through money that flows
to state and local health departments.
Ensuring steady, flexible funding from
both federal and state sources is criti-
cal for preparedness capabilities such
as surveillance, immunization, out-
break investigation, and community
engagement. Without reliable finan-
cial support, states risk losing ground

in their preparedness efforts.



e Community Water System Safety
(Indicator 5) Most Americans receive
safe drinking water from community
systems, but some states still grapple
with noncompliance issues. On
average, about 5 percent of residents
rely on systems that fail to meet all
health-based standards. Challenges
such as aging infrastructure, shifting
environmental conditions, and
emerging contaminants like per- and
polyfluoroalkyl substances (PFAS)
further complicates water safety.

In a health emergency—whether
triggered by a natural disaster

that floods treatment plants or an
infrastructure failure that introduces
contaminants—having strong water
system safeguards is essential.
States that invest in reliable water
infrastructure and monitoring
capacity can mitigate risks before
they become crises, ensuring
consistent, safe water access even

under stressful conditions.

® Workforce Resilience and Infection
Control: Paid Time Off (Indicator 6)
Around half of workers in each state
reported using some form of paid
time off (PTO) in a given month.
This figure, stable in recent years,
highlights the fragmented U.S.
approach to PTO, with no federal
standard guaranteeing paid sick
leave or vacation time. PTO policies
serve as a public health tool: workers
who can stay home when sick reduce
disease transmission and maintain

workforce continuity.

During emergencies, from infectious
disease outbreaks to severe weather
events, workers who have access to
PTO are less likely to come to work
while ill, thus helping to prevent

outbreaks in critical infrastructure

sectors. States with higher PTO

usage often reflect supportive
employment policies and greater
workforce stability—factors that
translate into stronger readiness

during emergencies.

® Seasonal Influenza Vaccination
Rates (Indicator 7) Influenza
vaccination rates continue to fall
short of national targets. During the
2023-2024 season, only 47 percent
of Americans ages 6 months and
older received the flu vaccine, down
from the previous year and well
below the Healthy People 2030 goal
of 70 percent. States that increase
flu vaccination rates can reduce
hospitalizations, free up hospital
capacity for other emergencies, and
validate systems for rapidly distributing
and administering vaccines when

novel pathogens arise.

Barriers to higher coverage persist
and include vaccine hesitancy,
perceived lack of necessity, and
structural access issues. Renewed
communication strategies, broader

insurance coverage, and more

TFAH < tfah.org
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convenient vaccination opportunities
can help increase uptake. Effective
immunization programs provide
invaluable practice for responding to
future infectious disease threats and

reinforce a culture of vaccination.

® Patient Safety in Hospitals
(Indicator 8) The fall 2024 Leapfrog
Hospital Safety Grade showed that
27 percent of hospitals in states,
on average, earned an ‘A’ grade,
a modest improvement over the
previous year. However, geographic
disparities and variable hospital
performance remain. High patient
safety standards protect patients
from avoidable harm and ensure that
hospitals can maintain care quality
during surges. When faced with
emergency department overcrowding,
staffing shortages, or high patient
acuity, hospitals that have ingrained
safety protocols and cultivated error-

prevention cultures fare better.

Enhanced patient safety infrastructure
also builds community trust—an
intangible asset that becomes critical
when officials issue emergency

orders, recommend shelter-in-place
measures, Or encourage community

vaccination efforts.

® Public Health Laboratory Surge
Capacity (Indicator 9) With the
exception of three states (California,
Colorado, and Utah), every state plus
the District of Columbia reported
having a written plan to handle a
six- to eight-week surge in laboratory
testing capacity. These plans are
central to rapid detection, diagnosis,
and containment of outbreaks,
particularly for novel pathogens that
require public health laboratory
capabilities. Timely, large-scale testing
can prevent localized clusters from

becoming widespread catastrophes.

States without finalized surge plans
should expedite their development.
Complete, regularly tested, and
updated plans ensure that labs can
handle unexpected demands—from
novel pathogens to environmental
toxic exposures—and preserve the
accuracy and speed of diagnostic

services under pressure.

® Avoidable Mortality (Indicator 10)
Introduced this year, the avoidable
mortality indicator measures deaths
that could be prevented through public
health measures or averted with timely
and effective healthcare interventions. It
also examines disparities among racial
and ethnic groups. TFAH’s analysis
reveals that avoidable mortality rates
vary widely by state, with examples
such as Massachusetts, Hawaii, and
New Hampshire achieving low overall
mortality and narrow disparities, while
states like Mississippi and West Virginia
face high rates coupled with significant
disparities. States with low avoidable
mortality and narrow between-group
disparities reflect equitable healthcare
access, effective preventive strategies,
and strong chronic disease management.
Conversely, states with high rates of
avoidable mortality and significant
disparities between groups often
experience more systemic challenges,
including adverse social conditions that
limit opportunities for good health,
uneven resource distribution, and

cultural and linguistic barriers to care.

When a crisis strikes, these underlying
weaknesses are magnified. Communities
already facing high burdens of
preventable illness or limited treatment
options are more vulnerable to severe
outcomes during an emergency.
Reducing avoidable mortality by
addressing underlying drivers is

integral to holistic preparedness and

strengthened population-wide resilience.



State Tier Placements strength across multiple indicators.

The Ready or Not report groups states Sixteen states placed in the middle-
and the District of Columbia into one performance tier, with moderate results
of three tiers (high, middle, and low) and some areas ripe for improvement.
based on their relative performances Thirteen states placed in the low tier,
across the indicators. This year, 21 underscoring ongoing challenges that
states and the District of Columbia warrant targeted interventions. (See
achieved a high-performance tier “Appendix B: Methodology” for more
score, demonstrating consistent information on scoring.)

TABLE 2: State Public Health Emergency Preparedness
State performance, by scoring tier, 2024

Perf
er or.mance Number of States
Tier
CO, CT, DC, DE, FL, GA, ID, MA, MD, ME,
High Tier MO, NC, NH, NJ, OH, PA, RI, UT, VA, VT, 21 states and DC
WA, WI

AL, AR, AZ, CA, IA, IL, IN, KS, KY, ND, NE,
Middle Tier 16 states
NY, OK, SC, TN, TX

AK, HI, LA, MI, MN, MS, MT, NV, NM,
Low Tier 13 states
OR, SD, WV, WY

Note: See “Appendix B: Methodology” for scoring details. Complete data were not available for U.S.
territories.

TFAH < tfah.org
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TFAH Recommendations for Strengthening Preparedness

Based on the data collection and analysis
completed for this report, consultation
with experts, and lessons from recent
crises, TFAH offers a comprehensive set
of policy recommendations clustered

into seven priority areas:

1. Provide Stable and Sufficient Public
Health Funding: Predictable, long-
term investments are needed to
maintain readiness for a range of
health threats. TFAH advocates for
increasing funding for the Centers
for Disease Control and Prevention
(CDC) to at least $11.5 billion
annually by FY 2026, and to boost
public heath emergency preparedness
and infrastructure funds to $1
billion annually. Steady funding
ensures that public health has the
core capabilities—such as workforce,
disease detection, laboratory
infrastructure, preparedness, and

response—to keep communities safe.

2. Ensure Effective Leadership and
Coordination: Effective, evidence-
based decision-making is essential.
TFAH supports reauthorizing
the Pandemic and All-Hazards
Preparedness Act, which promotes
independent and evidence-based
public health actions, and improves
data collection and communication
strategies. Strong leadership and
coordination at federal, state, and
local levels fortify the nation’s

readiness to face complex threats.

10 TFAH < tfah.org

3. Prevent and Respond to Outbreaks

and Pandemics: Strengthening
immunization programs and
addressing antimicrobial resistance
are critical. TFAH recommends
expanding funding for CDC'’s
National Immunization Program and
Antimicrobial Resistance Solutions
Initiative, which invest in programs
to prevent infections; rapidly detect,
respond to, and control antimicrobial
resistance; and improve appropriate
use of antibiotics and antifungals.
Timely detection and swift response
to outbreaks depend on prevention,

detection, and response measures.

. Build Healthy and Resilient

Communities to Strengthen
Preparedness: A resilient community
is one that is prepared for public
health emergencies or natural /
environmental disasters and one in
which every individual and family
can adequately recover in the wake
of such events. Addressing non-
medical drivers of health, improving
demographic data reporting, and
engaging marginalized communities
in planning can bridge longstanding
gaps. During emergencies,
communities that have addressed
housing, transportation, and food
security challenges are better

equipped to adapt and recover.

. Accelerate Development

and Distribution of Medical
Countermeasures (MCMs):
Accelerating the development,

stockpiling, and distribution of

6.

vaccines, therapeutics, and diagnostics
is essential. TFAH calls for increased
funding for the Administration for
Strategic Preparedness and Response
(ASPR) and endorses legislation

like the Protecting America from
Seasonal and Pandemic Influenza

Act. Strengthening MCM innovation
pipelines ensures faster, equitable

access to life-saving tools during crises.

Ensure Healthcare System
Readiness: Improving hospital surge
capacity, enabling cross-state provider
credentialing, and expanding ASPR’s
Health Care Readiness programs

are key steps to a healthcare system
that is ready to meet the challenge

of a public health emergency. When
disasters strike, hospitals must rapidly
adjust to increased patient loads,
supply shortages, and infrastructural
damage. A healthcare system primed
for emergencies delivers consistent,

safe care and stabilizes communities.

. Prepare for Environmental Threats

and Extreme Weather: Environmental
hazards and new weather patterns
demand proactive measures. TFAH
supports funding CDC’s National
Center for Environmental Health,
conducting vulnerability assessments
via CDC’s Building Resilience

Against Climate Effects framework,
and establishing stronger indoor

and outdoor air-quality standards.
Environmental health investments
support rapid responses and reduce the
health burdens of heat waves, chemical

accidents, wildfires, and flooding.



Cross-Cutting Themes and the Road Ahead

The following themes are critical to strong emergency preparedness and recovery:

® Equity: Regardless of geographic or
demographic differences, equitable
access to healthcare, preventive
services, and response and recovery
resources is critical. Without centering
equity in planning and response,
preparedness efforts risk leaving

behind underserved communities.

® Infrastructure Modernization:
Modern data systems, robust workforce
training, and updated regulatory
frameworks position states to respond

more quickly and effectively.

prevention are essential building

® Trust and Authority: Protecting
scientific integrity and public health
officials’ ability to implement public
health emergency safeguards when
needed, ensuring transparent
communication, and defending
public health actions from political
interference foster public trust—an

indispensable asset during emergencies.

® Prevention as a Baseline:

prevention, routine immunizations,

environmental safeguards, and injury

In the year ahead, states and communities
will face new and unpredictable threats.
By sustaining investments, promoting
equity, and reinforcing core public health
functions, the nation can forge a more
resilient future. Improving baseline
conditions—healthier communities, a
strengthened public health infrastructure
and workforce, and tools to quickly
respond to disasters—pays dividends when

crises strike. States that choose to invest

Chronic and infectious disease

strategically today will find themselves
better equipped to protect their residents
and preserve their economies in the face

of tomorrow’s emergencies.

blocks of emergency resilience.

EMERGENCY PREPAREDNESS PROGRESS MILESTONES

In 2024, the nation made important progress in strengthening
emergency preparedness and response. Examples include:

Provide Stable, Flexible, and Sufficient Funding for Public

Health and Strengthen Public Health Infrastructure.

® CDC continued to award funds through the Public Health
Infrastructure Grant Program (2022-2027), having thus
far awarded $4.5 billion to assist 107 health departments
nationwide in promoting and protecting health in their
communities. An additional $361 million has been awarded to
three national partners. After decades of underfunding, these
resources are helping ensure health departments are better
equipped to detect and prevent outbreaks, protect food and
water, and respond to emergencies.

Control the Spread of Infectious Diseases.

® CDC'’s Center for Forecasting and Outbreak Analytics (CFA)
has awarded more than $100 million to Insight Net partners to
advance the use of outbreak data to control infectious disease
outbreaks.® CFA also developed Respiratory Disease Season
Outlooks for the 2023-2024 and 2024-2025 seasons.* These
annual outlooks use modeling to estimate the trajectory of
COVID-19, influenza, and respiratory syncytial virus (RSV) to

help state and local public health planners prepare for changes
in hospital demands and allocate resources to keep their
communities healthy.®

® CDC expanded the National Wastewater Surveillance System to

help jurisdictions better understand and respond to infectious
disease threats. Since late summer 2024, specific testing for
avian influenza A, or H5N1, wastewater has been implemented
across almost 400 sites in 46 states, the District of Columbia,
and two U.S. territories to provide additional data in detecting
influenza virus in a community.>” When wastewater testing shows
a detection, public health and agriculture partners investigate to
better understand what may be contributing to the detection and
whether any public health actions should be taken.

® Thanks to funding for CDC’s Data Modernization program, the

administrative burden for healthcare facilities related to data
collection and reporting was substantially reduced. The number
of healthcare facilities using electronic case reporting to public
health agencies increased from 153 in January 2020 to over
50,000 in all 50 states and two territories in February 2025.%°
Secure, automated case reporting allows for more efficient
outbreak management and monitoring of disease trends.

TFAH < tfah.org 11



12

® As part of the Data Modernization program, CDC also continues

to expand healthcare facility participation in the National
Healthcare Safety Network pilot to capture real-time bed
capacity data that will allow health departments, other state
agencies, and healthcare facilities and health systems to
understand hospital capabilities. More accurate and timely
tracking of hospitalizations allows for improved collaboration
among decision-makers to optimize and mitigate resource
constraints, especially in rural and underserved communities.**

Build Healthy and Resilient Communities

® CDC and AmeriCorps joined forces through Public Health

AmeriCorps to support thousands of members embarking

on public health careers.® These members address public
health needs and workforce shortages in local communities,
particularly rural, tribal, and urban underserved areas.
Members improve community health outcomes through support
for nonprofits, local governments and health departments,
universities, and community health centers.

® |n October 2023, federal law began requiring Medicaid

programs to cover all recommended vaccines administered by
a physician for adults with no cost to the patient.*? Additionally,
the U.S. Department of Health and Human Services (HHS)
released new data showing that more than 10 million Medicare
beneficiaries have received a free vaccine.*®

® The Centers for Medicare & Medicaid Services released a final

rule to simplify the renewal process for Medicaid, the Children’s
Health Insurance Program, and Basic Health Program.

® Fifteen states and the District of Columbia have adopted paid

sick leave laws requiring private employers to provide paid sick
leave to employees attending to their own health or that of a
family member.*® Alaska, Missouri, and Nebraska will require
employers to provide paid sick leave beginning in 2025.1¢

TFAH < tfah.org

Accelerate Development and Distribution of Medical
Countermeasures.

® ASPR’s Center for Biomedical Advanced Research and
Development Authority (BARDA) allocated approximately $27
million through the Rapid Response Partnership Vehicle (RRPV)
Consortium to bolster development and manufacturing of
diagnostics to address future biological threats.'’

® The 2023-2024 respiratory season was the first during which
RSV vaccination was recommended for older adults and
pregnant women.*®1° The vaccines have been found to be very
effective at reducing hospitalization and severe iliness.?°

® ASPR funded efforts to boost domestic manufacturing of active
pharmaceutical ingredients for essential medicines to prevent
supply-chain disruptions.?*?2 Through its Center for Industrial
Base Management and Supply Chain, established in 2023,
ASPR enables and sustains an enduring domestic supply chain
to support preparedness and response and recovery from
public health emergencies and disasters.?

Prepare for Environmental Threats and Extreme Weather.

® The National Oceanic and Atmospheric Administration (NOAA)
issued a National Heat Strategy and provided funding for
extreme heat preparedness. This builds on the efforts of 29
federal departments and agencies, led by NOAA, the Federal
Emergency Management Agency, and HHS, including CDC, all
of which collaborated on the launch of the National Integrated
Heat Health Information System and its web portal, Heat.gov,
including the HeatRisk tool.?*

® The Occupational Safety and Health Administration (OSHA)
issued a proposed rule on Heat Injury and Illness Prevention in
Outdoor and Indoor Work Settings. This significant step toward
a federal heat standard that protects workers would require
all employers conducting indoor and outdoor work across all
industries under OSHA jurisdiction to create a plan to evaluate
and control heat hazards in their workplace and protect
employees from hazardous heat conditions.?®



Confronting the H5N1 Threat

Avian influenza A (H5N1), commonly known as bird flu, poses a serious threat to the public’s health,

and the United States must act decisively to prevent it from evolving into a new pandemic. That is the

consensus of public health experts who also say that the current response, especially in the area of

~ 9H ¢

can evolve to become extremely deadly and more easily transmissible between humans, the prospect

of a flu pandemic is particularly alarming. Bird flu has already had severe economic impacts on the

poultry and dairy industries and could lead to food product shortages and surging prices.

Key Challenges to Preparedness

Hb5N1 exemplifies the importance of
implementing a One Health response—a
multisector approach that addresses the
interconnected needs and health risks
of people, animals, and their shared

environment.

The current H5N1 outbreak is
escalating as the nation’s public health
system faces heightened pressure from
chronic underfunding, politicization
of health guidance, and challenges

to public health authorities* —factors
that complicate efforts to contain
Hb5N1. Additionally, widespread
misinformation about vaccines and the
public health system could undermine
any large-scale control measures if

Hb5NI1 develops into a pandemic.

Several systemic issues that could
heighten the difficulty of controlling
H5N1 include:

® Underfunded Infrastructure
and Workforce: Persistent
underinvestment in data
modernization and the public health
workforce leaves some public health
systems insufficiently equipped to
identify and track emerging infections
and adequately staff their workforce.
In addition, public health is facing a

serious funding cliff as monies infused

into the system as part of the COVID-
19 pandemic response are expiring or

in some cases rescinded.

® Erosion of Authority: Emerging legal
and political challenges to public
health authority could impede swift
decision-making and weaken trust in

official guidance.

® Misinformation and Disinformation:
When misinformation and
disinformation lead to distrust and
skepticism about vaccine safety and
public health recommendations,
vaccine acceptance may be reduced,
which could hinder outbreak

containment efforts.

These conditions contributed to some
of the early missteps of the COVID-

19 response, raising concerns that

the United States risks repeating

past mistakes unless it strengthens

preparedness now.

According to infectious disease experts,
there are two critical factors that, if
managed, will reduce the risk that the
current H5N1 outbreak turns into a
pandemic: (1) reducing the number

of undetected /unreported infections
and (2) limiting the conditions that
would allow for changes in the virus that
could result in more effective human-to-

human transmission.*

29

Outbreak Status and Spread

The current outbreak is rapidly
changing. As of February 2025, the
Hb5N1 outbreak is circulating among

various species:*

® Poultry: Between February 2022 and
February 2025, infections have been
reported in 51 jurisdictions, affecting

over 162 million birds.

® Wild Birds: Between January 2022
and February 2025, infections have
been detected in 51 jurisdictions, with

more than 12,000 reported cases.

® Dairy Cows: Between March 2024 and
February 2025, 16 states have reported
infections in dairy herds, involving
972 herds in total.

In humans, 70 bird flu cases had been
confirmed as of February 2025, and

the country experienced its first death
due to the outbreak in January 2025.%
Health officials believe the person was
exposed to the virus via infected birds

in a backyard flock.*

To date, according to CDC, the risk to the
general public is low,”® and most known
infections have been linked to exposure
to infected animals. There are no known
cases of person-to-person transmission
and most infections have been mild.

However, the possibility of more

TFAH < tfah.org 13
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efficient human spread or more virulent

infections is a significant concern.””

An additional concern is the potential
for people to become infected with
both seasonal flu and H5N1, which
would potentially allow the two viruses
to exchange genetic material and create
avirus strain that more easily spreads
among people.”® The process by which
the virus could develop the ability to
easily pass between people is, at this
point, not well-understood. The concern
is that if the virus were to mutate in such
a way that human-to-human spread was
occurring, it is possible health officials
might not be able to detect such spread

in time to limit it.*

Additional data that will help public
health officials track the outbreak

are from the National Wastewater
Surveillance System. As of February
2025, there had been detections of
avian influenza A in wastewater in

a limited number of jurisdictions
across the country. Detection in
wastewater can stem from human
waste, animal waste, or food-product
contamination (disposed raw milk or
milk products), underscoring the need
for comprehensive surveillance and
targeted surveillance when wastewater

signals are detected.*’

According to a risk assessment by the
Johns Hopkins Center for Outbreak
Response Innovation issued in
December 2024, the risk of HHN1
infection for farmworkers is high, the
risk to people who come in contact
with infected farmworkers or animals
is moderate, and the risk to the general
public and healthcare workers is
currently low.*! But the Center’s team
included the following caution in their
report: “While the immediate risk

to the general public and healthcare
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workers is still currently low, the long-
term consequences of continued,
uncontrolled transmission present a

high risk to all populations.”**

Ensuring Adequate Testing and
Epidemiology Capacity

Public health experts say that a national
and expanded testing strategy is
needed for both animals and people,
particularly farmworkers. Numerous
epidemiologists have expressed concern
that due to very limited testing, we do
not know the full extent of the virus
outbreak.” Many observers see parallels
to the country’s slow initial response to
the COVID-19 outbreak.

Through February 2025, more than
127,000 specimens have been tested
for H5N1 virus in public health
laboratories nationwide,** although
most public health experts say that

much more testing is needed.

In December 2024, the U.S. Department
of Agriculture (USDA) announced a new
National Milk Testing Strategy requiring
that unpasteurized milk samples be
collected and sent to USDA for testing
upon request in an effort to increase
infection monitoring. Samples could

be collected from dairy farms, milk
transporters, milk transfer stations, and
dairy processing facilities. Such testing
will allow federal and state officials to
identify where the disease is present,
implement measures to prevent further
spread, and monitor trends.* This action
complements an earlier federal order
mandating H5N1 testing of lactating
dairy cows before interstate shipment.*®
USDA’s Animal and Plant Health
Inspection Service and the U.S. Fish and
Wildlife Service also test for the virus in
livestock and wild birds. Such measures
aim to map the virus’s presence more

accurately and understand its spread.

A study conducted during summer
2024 found that 7 percent of 115
farmworkers in Michigan and Colorado
had serologic evidence (H5 antibodies)
of H5N1. Of the eight people who

had Hb5 antibodies, four did not recall
having any symptoms. This finding
illustrates how limited testing can allow
some numbers of undetected cases

to persist, raising the possibility of

ongoing virus transmission.*’

Laboratory testing capacity will have a
critical role to play if H5N1 infections
accelerate. Among the recommended
actions to increase testing are allowing
more diagnostic laboratories to test
for the virus, expanding testing access
in and beyond laboratories (i.e., tests
for workplace or in-home use), and
providing insurance reimbursement
for testing.*® At the end of 2024,
approximately 145,000 H5N1 specific
tests were available to be administered
through public health laboratories

if needed and an additional 750,000
tests are ready for distribution.* Since
early 2023, CDC has offered and
provided access to its 510(k) H5 test
design to both test manufacturers and
commercial laboratories. There are
now three commercial laboratories
that can do Hb5 tests that physicians can
order (Quest Diagnostics, LabCorp,
and ARUP Laboratories). Also, CDC
entered into contracts with Hologic
and Alveo Health to advance Hb5 test

development.”

According to a 2024 Epidemiology
Capacity Assessment (ECA) report of
state and territorial health departments,
the number of applied epidemiologists
working nationally will “drop drastically”
as COVID-19 response funding runs out,
with states anticipating losing nearly
one-fifth of the current epidemiology

workforce. This is on top of an existing



gap in the epidemiology workforce, as
the ECA highlighted the need for at
least 2,500+ additional epidemiologists
in state and territorial public health
agencies, with the greatest number of
epidemiologists needed in infectious
diseases (+1,019) and informatics
(+249). The report further noted the
need for additional funding to build
state capacity in the areas of outbreak
forecasting and disease transmission
modeling.”! More than 80 percent of
the nation’s epidemiology activities

are supported by federal funds.*
Epidemiology capacity will also be
critical to outbreak response.

Public Health, Agriculture, Veterinary,
and Healthcare Sectors Are Working
Together on Response Activities

Preventing the spread of H5N1 requires
coordinated efforts across public health,
agricultural, veterinary, and healthcare
sectors and across geographic
boundaries. Officials are employing a
One Health approach, recognizing that
human, animal, and environmental

health are deeply interconnected.®

Federal initiatives:

® The USDA and HHS have launched
programs supporting dairy farmers,
including financial support for
biosecurity measures, personal
protective equipment (PPE)
procurement, safe milk disposal,
and veterinary testing.”* The USDA’s
National Milk Testing Strategy and
related orders aim to detect dairy

herds’ infections early.

® CDC is working with state and local
partners to monitor influenza virus
activity through multiple indicators.*
In addition, it is bolstering laboratory
capacity, including working with
commercial labs to provide an H5N1

test,” tracking and reporting on virus

spread, and working with state and
local health departments to detect
the virus and protect groups that are
at higher risk. CDC has additionally
distributed over 100,000 doses of
seasonal flu vaccine to states with
known dairy cow infections. Use of
such vaccines could help prevent
severe seasonal flu cases and thus
reduce the risk of co-infection and

virus mutation.”’

® CDC collaborated with the Michigan
Department of Health and Human
Services and the Colorado Department
of Public Health and Environment to
implement serologic surveys during
the summer of 2024 to ascertain
the prevalence of recent infection
with HPAI A(H5) virus among dairy
workers. Among 115 people, eight (7
percent) had serologic evidence of
recent infection with A(HDb) virus; all
reported milking cows or cleaning the
milking parlor. Among persons with
serologic evidence of infection, four
remembered having symptoms around
the time cows were ill with symptoms

being experienced before or within

a few days of A(H5) virus detections

among cows.” This finding supports
the need to identify and implement
strategies to prevent transmission
among dairy cattle to reduce worker
exposures and for education and
outreach to dairy workers concerning
prevention, symptoms, and where to

seek medical care if symptoms develop.

® The National Institute of Allergy
and Infectious Diseases, part of the
National Institutes of Health, supports
influenza research through its Centers
of Excellence for Influenza Research
and Response. Those centers monitor
wild birds for H5N1 infections and
test retail milk for infection, among
other activities, to understand the
conditions under which the virus can

spread.”

® FDA monitors food safety, including
working with the dairy industry and
state partners to ensure the safety of

milk and other milk-based products.®

® ASPR is investing in influenza
antiviral therapeutics development

and vaccine manufacturing®-%? in
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preparation for a possible vaccination
campaign, if needed, offering PPE
for farmworkers® and restocking

the Strategic National Stockpile.®*
Through its Center for Biomedical
Advanced Research and Development
Authority, ASPR has provided about
$72 million to three companies for
vaccine manufacturing including
having ready-to-use vials and pre-filled
syringes ready to be distributed if

needed.®

® A May 2024 federal order required
the testing of cattle before interstate
movement, which has helped to limit

H5NT1’s spread to new states.®

Medical Countermeasures and Vaccines:

® Two vaccines effective against
the currently circulating strain
are stockpiled, with hundreds of
thousands of doses deployable within
weeks and up to 100 million doses
available within months if needed.?” In
July 2024, HHS provided $176 million
to Moderna to develop an mRNA-
based H5N1 vaccine,* potentially
expediting the nation’s ability to
prevent severe illness if human
cases surge. In January 2025, HHS
announced an additional $590 million
in funding for Moderna to accelerate
the development of an H5N1 mRNA
influenza vaccine that is well-matched
to bird flu strains currently circulating

in birds and cows.%

Examples of Multisector Collaborations:

® CDC is working with the National
Center for Farmworker Health
(NCFH) to protect against the threat
of H5N1 among animal production
workers. Among the joint projects
are the development of HHN1
educational materials produced for
health departments to provide to

farmworkers in English, Spanish,
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and other languages. Furthermore,
with CDC funding, NCFH is working
with grassroots outreach partners

in 11 states to educate dairy and
poultry workers about how to protect

themselves against the virus.™

® The National Milk Producers
Federation through its Farmers
Assuring Responsible Management
(FARM) Program and with the
American Association of Bovine
Practitioners has created biosecurity
guidelines specific to HH5N1 and
encourages their member farms to
work with their state animal health
officials and herd veterinarians to
protect against virus infections and

spread.”

® Numerous federal, state, and industry
agencies are supporting ongoing
information-sharing specifically tailored
to farmworkers, including media
interviews, messaging on social media,
and radio announcements. Information
materials were produced in both English
and Spanish. As of late November 2024,
CDC estimated that its message outreach
to farmworkers throughout the United
States had earned over 45 million

audience impressions.”™

® The Public Health Communications
Collaborative in partnership with the
Health Action Alliance created “What
Agricultural Producers Should Know
and Do About H5N1 Bird Flu” available

on both organizations’ websites.”

Examples of State-level Responses and
Localized Strategies:

® In Colorado, the Department of
Agriculture and the Department of
Public Health and Environment are
working together to protect against
virus spread. The Department

of Agriculture programs include

mandatory bi-weekly bulk-tank

testing for all licensed dairy cow

farms in the state. The Department

of Public Health and Environment is
providing four weeks of free protective
equipment to any poultry or dairy
farm within the state.™ State officials
are also encouraging residents to

take preventive steps to safeguard

the health of their flocks, including
keeping their domestic birds away
from wild birds, keeping their food
and water sources away from migrating
birds, and reporting any deaths or
signs of illness within their domestic

flock to the state veterinarian.”

® The Michigan Department of Health
and Human Services, the Michigan
Primary Care Association, the Great
Lakes Bay Federally Qualified Health
Center, and local health departments
throughout the state are working
together to increase access to seasonal
flu vaccination and to implement other
precautions among dairy and poultry
farmworkers statewide.” The state
Department of Agriculture and Rural
Development is working with state and
federal partners as well as the veterinary
community to monitor for infections,
encourage stepped up biosecurity

measures, and to share information.”

® The California Department of Public
Health is working with local, state, and
federal partners to monitor for bird
flu infections in animals and people.
The department has distributed PPE
to farmworkers and has made seasonal
flu vaccination readily available for
people who work with dairy cows. In
addition, the department has created
informational flyers and communication
toolkits in English and Spanish on how
farmworkers and members of the public

can protect themselves from bird flu.™



® CDC, the Ohio Department of Health,
and the American Association of
Bovine Practitioners (AABP) worked
together to conduct a serosurvey
to test for exposure to influenza A
(H5) among veterinarians, veterinary
technicians, and veterinary students at
the 2024 AABP annual conference.”

® The Wisconsin Department of
Health Services is working with the
state Department of Agriculture,
Trade, and Consumer Protection
and local health departments to
monitor for virus infections, including
through wastewater detection from
22 sites throughout the state. The
department is also distributing PPE
to farms, dairy-processing plants, and

slaughterhouses upon request.®

Protecting Populations at Highest
Risk—Farmworkers and Beyond

Farmworkers, especially those in

direct contact with infected cows and
poultry, face heightened risks. Yet many
lack access to information, testing,

PPE, health insurance, or paid sick
leave. Fear of job loss, immigration

concerns, and language barriers may

also further restrict access to care

and testing.®! Collaborations with
grassroots organizations and culturally
competent outreach are essential to
overcoming these obstacles. Without
trust and accessible services, detecting
and containing infections in vulnerable

communities is far more difficult.

Concerns about business disruption
or economic loss on the part of
farmers and farm employers may also
be hindering virus-testing and other

safeguards.®?

Recommendations for Preventing the
Spread of H5N1

Federal agencies and health security
experts, including those at the Johns
Hopkins Center for Outbreak Response
Innovation, have issued H5N1

prevention guidance, including:*

® Enhance Surveillance and Testing:
Increase diagnostic testing and
genomic surveillance in cattle and
poultry populations, as well as in
human sentinel and wastewater
samples. Authorize additional major

clinical laboratories to test for HoHN1

and consider introducing workplace

or at-home testing options.

® Strengthen Biosecurity and
Infection-Control Measures:
Separate infected from uninfected
cattle, carefully manage suspected
food products, and enforce rigorous
PPE use among farmworkers and

other at-risk groups.

® Improve Communication and Build
Trust with Affected Communities:
Implement multilingual outreach,
protect farmworkers from penalties
related to illness reporting,
and ensure public messaging is
transparent, science-based, and
widely accessible. Provide paid sick

leave to all workers.

® Build Capacity for Rapid Response:
Support vaccination strategies
(including seasonal flu vaccination
to reduce the risk of co-infections),
maintain high-quality data systems,
ensure epidemiologists are retained
and funded, and encourage close
collaboration between agricultural

and public health sectors.

Conclusion

While experts currently consider

the immediate risk of HHN1 to the
general public to be low, the virus’s
presence across species, its potential
for mutation, and limited surveillance,
particularly in higher-risk occupational
and community settings, raise alarms.
The lessons from the COVID-19
pandemic remain fresh: waiting for the

threat to escalate before acting is costly

in terms of human lives, economic

stability, and social trust.

Investing now in expanded testing,
data modernization, workforce
retention, and interagency
coordination can prevent a crisis later.
Strengthening frontline partnerships—
among federal, state, and local public

health agencies, agricultural and

veterinary organizations, community
outreach groups, and private-sector—
will be crucial. By approaching

H5N1 through a One Health lens and
prioritizing equity, transparency, and
cultural competence, the nation can
position itself to detect, contain, and
mitigate this emerging threat before it

evolves into a full-blown emergency.
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Interview with: Natasha Bagdasarian, M.D., MPH, FIDSA, FACP

Chief Medical Executive, State of Michigan

TFAH: Michigan was one of the first states to
experience H5N1 infections in dairy cows.
What’s the current status of the outbreak within
the state?

Dr. Bagdasarian: That’s right, Michigan was an
early impacted state. In terms of dairy H5N1, we got
cows from the initial shipment from Texas in March
of 2024. We had a number of dairy cases during that
initial time period and had two of the first human
cases. We were impacted early and had a very robust
early response. Since that time, some of the dairy
spread seems to have leveled off, we’re not seeing
the number of dairy farms turning positive as we
did in those early days. But it’s very important for us
to remember and for everybody else to remember
that H5N1 is not regionally gone—not by any
means. We are still seeing infections in poultry,

and we’ve seen infections in turkey farms recently,
and it’s still in wild birds. And so, we in Michigan
are very cognizant that H5N1 is not done with us.
This highlights the need for sustained and flexible
funding for public health so that public health can
best respond to evolving needs.

TFAH: What would you say you did right early to
tamp down the outbreak?

Dr. Bagdasarian: I think we did a lot of things
early very well. As a starting point, we had really
good relationships with folks in the Michigan
Department of Agriculture, and they were able to
get us in communication with dairy farms early on.
They were able to get local health departments on
to and communicating with dairy farms, so a lot
of our symptomatic monitoring was really robust
from the beginning. These relationships allowed
us to speak to farmers and got local public health
involved early on. Last summer, a few colleagues
and I went to dairy farms and spent time on dairy
farms so we could actually understand some of the

barriers and constraints to things like PPE.

CDC recommends full head-to-toe PPE for dairy
workers. It became apparent to us, because we were

on the farms, that no one was wearing full PPE and

that it wasn’t practical to wear full PPE on farms.
For example, boot covers get soggy and fall off.
How do I know that? Because I was wearing boot

covers and they got soggy and fell off.

You can only give people guidance if you see

what is happening in that setting. We were able

to come up with some really tailored, nuanced
guidance that took into account what would work
for farmworkers. We came up with some tailored
guidance about protecting your face because that’s
where contamination is going to happen. Our
advice was, “Wear a mask and wear a face shield.”
We got masks and face shields to farms, and people

said, “Yes, we will wear them.”

The issue wasn’t PPE availability. Farms
experiencing an outbreak of H5N1 may request
PPE through their local health departments (LHD),
provided at no cost. The Michigan Department

of Health and Human Services has established

a process with LHDs where PPE is offered at the
onset of a detection. We also continue to work with
the department’s Farmworker Outreach Services
Division to make PPE available to farmworkers
across the state through their various outreach

efforts, including through local partners.

The issue is PPE acceptability. It’s really difficult
to get someone to wear full PPE for a 12-hour
shift, every day for many months when working in
the August heat. So, we tried to be very nuanced
about it. In Michigan, if a worker is involved with
a big poultry cull, they should be wearing full
PPE because we’re talking about a few days. For
dairy farms, if you cannot wear the full PPE, and
of course wearing full PPE is best, we recommend
wearing a mask and a face shield, washing your
hands, no food or drinks in the milking areas,
and changing your clothes at the end of the shift
and to not take those clothes home. So, for those
who cannot follow the full PPE guidance, we have
these minimum recommendations that may be
more sustainable for people who are working on

impacted farms for many months.



We also did testing of locally sourced
pasteurized milk (purchased at farm
stands) early on. That testing showed that
the outbreaks were isolated to particular
regions of the state. We were also one of six
states to do raw-milk testing in conjunction
with the FDA through bulk-tank testing on
the actual farms, which allowed us to spot a

problem early.

We also participated in CDC’s serology

study, which provided useful information.

TFAH: Can you say more about the safety
protocols you recommend for dairy

farmworkers?

Dr. Bagdasarian: The additional guidance
was really practical guidance: wash your
clothes or leave your clothes at work so
you’re not risking taking the infection home
with you, wash your hands, and no eating

or drinking in the milking parlor. Again,

if you're giving people guidance that is so
far from their reality, they are not going

to adhere to it. So, we gave really practical
guidance, like don’t take your coffee cup

into the milking area.

TFAH: What’s been the role of Federally
Qualified Health Centers (FQHCs) in

responding to the outbreak?

Dr. Bagdasarian: We worked with a couple
of FQHG:s in rural areas to pilot protocols
for anyone who comes in with flu-like
illness. They were asked about exposure
to dairy farms and were tested for H5N1.
The program started over the summer and
there wasn’t much influenza illness, but
we hope to repilot it during flu season.
This is another example of relationships.
The program was built on our existing
relationships with FQHCs and the centers’

relationships with their rural patients.

TFAH: What strategies have you used
to overcome concerns that some
farmworkers may have about being tested

or interacting with a public health official?

Dr. Bagdasarian: Again, it’s about trust
and the preexisting relationships that
were already built. We have a Farmworker
Outreach Program that has done a lot

of work on COVID and with vaccine-
outreach programs. Members of the
outreach team know their community
really well, and are primarily either
Spanish or Arabic speakers. And the
local health departments are amazing,
and they know their communities. There
is no substitute for knowing the lay of
the land, knowing what your individual

communities’ needs and obstacles are.

TFAH: What’s your level of concern
about the possibility of increasing

numbers of human infections?

Dr. Bagdasarian: I am concerned about
the possibility of human-to-human
spread—if not now, when? Given long
enough, at some point there will be
additional spread to humans. What that
will look like is hard to say right now. One
of the things I want to highlight is that
this has to be done at a national level.
Michigan is doing some truly innovative,
wonderful things, but this cannot be a

state-by-state, piecemeal approach.

In Michigan we have a fairly robust
influenza surveillance program as is, so
we are doing a lot of subtyping. That data
will give us an early flag so we can take

early steps.

The things I mentioned before, our
relationships with agricultural workers
and our local health departments, are

hugely important.
TFAH: Is enough testing being done?

Dr. Bagdasarian: As a nation, the more we
are testing, the better off we are. To me
the upper limit of how much testing we
need is yet to be defined. At this point, the
more testing we do the better.
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TFAH: Has access to farms been a
barrier for public health’s work to

stem the outbreak?

Dr. Bagdasarian: I cannot say that it

has not been an obstacle, but it hasn’t
been an obstacle in the same way that

it has been in other states. One of the
things we learned with COVID is that
you cannot build relationships during a
public health crisis. We were lucky that
we had existing relationships with our
colleagues in agriculture, and they had
deep relationships and trust with their

partners in the ag industry.

I also think there’s some benefit to just
showing up. When you show up—go to
a farm to meet people one on one and
understand the work they do—you can
build a relationship in a way you cannot
with an official visit with 20 people
showing up.

I went to farms and said, “There’s this
guidance; I want to know if it works
for you.” People like being asked, they
wanted me to know what it was like
working on a dairy farm so we could

make decisions that made sense.

TFAH: How important is it that H5N1
response is based in a One Health

perspective?

Dr. Bagdasarian: Very important. We
are used to talking about human health
and animal health in separate buckets.
H5N1 highlights the importance of a
One Health approach going forward.
What we are seeing in animal species
has a direct impact on what we are
seeing in humans. Unless we take a

holistic approach at the highest levels—

that means USDA, FDA, and CDC
working together—we won’t be able to
view this through that One Health lens.

Michigan is doing a good job at a state
level with our counterparts, but this is
something that needs to be done at a
national and international level, because
the virus is not going to be contained by
any artificial geographic boundaries. What
happens in Asia and in South America is
directly going to impact us here.

TFAH: Anything else you’d like to

share?

Dr. Bagdasarian: It’s important to note
that everything I've talked about is based
on what we are seeing in the state now,
but it’s all subject to change. This is a
virus that has the potential to mutate and
the potential for genetic reassortment,
particularly reassortment with seasonal
flu. Right now, it’s flu season. When there
are co-infections, there will be genetic
reassortment. So, we have to be nimble,
and we have to say what we know and what

we don’t know based on the current data.
Editor’s notes:

This interview was conducted in early
January 2025. It was edited for length and

clarity.

CDC periodically updates and adds greater
spectficity to its guidance to employers and
people who work with animals to reduce bird
Jflu exposure, including on administrative
controls, engineering controls, PPE use,
health-monitoring, testing, and treatment.
See: Interim Guidance for Employers to
Reduce Exposure to Avian Influenza A
Viruses for People Working with Animals.%!



Assessing States’ Preparedness

In 2024, the United States faced a series of public health
emergencies that exposed critical vulnerabilities in the nation’s
preparedness systems. From the prolonged aftermath of Hawaii’s
devastating wildfires to the widespread devastation caused by
Hurricanes Helene and Milton, these events disrupted healthcare
systems, damaged infrastructure, and left communities struggling
to recover. Adding to these challenges was the looming threat of
H5N1 bird flu, which continued to spread through livestock and
raised concerns about potential human-to-human transmission.
Together, these crises underscored the urgent need for sustained
investments in public health infrastructure, equity-driven

policies, and proactive strategies to strengthen resilience against

future threats. As these challenges evolve, understanding each

state’s capacity to prevent, detect, and respond to emergencies

has never been more essential.

To guide policymakers, practitioners,
and other stakeholders, this report
presents an analysis of 10 key indicators
that collectively provide a snapshot of
state-level emergency readiness. These
measures track a range of capabilities—
from ensuring swift medical workforce
mobilization and maintaining safe
community water systems, to fostering
workforce well-being, achieving
accreditation benchmarks, securing
sustained funding, and ensuring safe,
high-quality hospital care. This year,
we introduced a new indicator—
avoidable mortality and the disparities
therein—which illustrates how
effectively states reduce deaths from
causes that could have been prevented
or treated across all communities and
how equitably they deliver healthcare

and preventive services.

Each indicator reflects a fundamental
dimension of preparedness, and
together they illustrate areas of strength
and identify opportunities for targeted
improvement. As detailed in “Appendix
B: Methodology,” we analyzed state
performance on these indicators,

then placed states into one of three
tiers—high, middle, or low—based

on their relative scores. While some
indicators can be influenced directly by
state policymakers or health agencies,
others require more comprehensive,
multisectoral approaches involving local
governments, healthcare institutions,
community-based organizations, and
residents themselves. By providing a
clear framework and benchmarks, these
indicators help states evaluate their
progress, learn from peers, and prioritize

actions that bolster preparedness.

Ready or Not
2025
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INDICATOR 1: ADOPTION
OF THE NURSE LICENSURE
COMPACT (NLC)

KEY FINDING: Participation in
the NLC has expanded to 41
states, enhancing interstate

nursing workforce mobility.

TFAH < tfah.org

Healthcare workforce shortages, starkly
highlighted during the most critical
phases of the COVID-19 pandemic,
have strained systems beyond their
capacities. During peak periods—
December 2020, September 2021,
and January 2022—over 20 percent of
U.S. hospitals anticipated imminent
staff shortages.®” The ability to swiftly
mobilize medical personnel across
state lines is essential for an effective

healthcare response during such crises.

However, newly graduated or relocating
nurses often face licensure delays that
can stretch for months, especially in
larger states, as revealed by a 2022

NPR analysis of licensing records in 32
states.® These bottlenecks hinder the
rapid deployment of nurses where they

are most needed.

This indicator evaluates the adoption
of the NLC, established in 2000 by the
National Council of State Boards of
Nursing. The NLC allows registered
and practical nurses to practice in any
member state with a single multistate
license, eliminating the need for
emergency declarations and reducing
administrative burdens. This agreement
streamlines cross-state healthcare
responses by facilitating nurse mobility

and expanding access to care.

Before the NLC, nurses had to obtain
individual licenses for each state where
they wished to practice, navigating a
complex maze of applications, fees,
and varying state-specific requirements,
including differing continuing
education standards. This cumbersome
process impeded their ability to

swiftly address workforce shortages,

respond to emergencies, Oor pursue

career opportunities in multiple states.
Consequently, restrictive licensing
practices contributed to delays in
healthcare delivery, particularly in
regions lacking sufficient medical
personnel or during times of critical
need, such as natural disasters or

widespread health crises.

The introduction of the NLC has
significantly enhanced nurse mobility,
allowing them to practice across
multiple states with a single license,
thereby increasing the flexibility and
responsiveness of the nursing workforce.
This increased mobility has proved
especially valuable during public
health emergencies, enabling prompt
deployment of nurses to areas in need
without the hindrance of obtaining
individual state licenses. Additionally,
by permitting nurses to provide care
across state lines, the NLC has been
instrumental in expanding telehealth
services, broadening access to efficient

healthcare delivery.

Membership in the NLC is a significant
indicator of a state’s healthcare

preparedness for several reasons:

1. Rapid Mobilization of Staff: It allows
for swift deployment of nursing staff
across state lines during emergencies,
enhancing a state’s capacity to
respond quickly to health crises such

as outbreaks or natural disasters.

2. Facilitation of Telehealth Services:
The NLC enables nurses to provide
telehealth services across state
borders, essential for delivering care
in remote or underserved areas,
especially during emergencies when

in-person visits may be challenging.



3. Standardization of Care:
By harmonizing licensure
requirements, the NLC helps ensure
a consistent level of nursing care
across member states, maintaining
quality healthcare standards even in

emergency situations.

Beyond emergency response, the
compact has been pivotal in addressing
chronic nursing shortages by allowing
seamless recruitment of nurses into
areas with persistent staffing gaps. This
has supported healthcare delivery in
rural and underserved communities.
Nurses can remotely manage chronic
conditions and offer behavioral
healthcare to patients when travel is
difficult, further expanding the reach of

healthcare services.

During the COVID-19 pandemic,
hospitals nationwide faced
extraordinary pressure as surging
infections dramatically increased
admissions. States that were members of
the NLC had an advantage: they could
more readily bring in nurses from other
member states without harmful delays
or send nurses to assist when other

states experienced acute shortages.®”

As of January 2025, the NLC has been
adopted by 41 states, with Massachusetts
being one of the latest to join. This
represents a net increase of more than

a dozen states since 2017. Several other
states are actively considering legislation
to join the NLC, reflecting a growing
recognition of its benefits for healthcare

delivery and emergency preparedness.

In November 2024, Massachusetts
Governor Maura Healey signed

legislation for the state to join the

Figure 1: Nurse Licensure Compact Membership Across the United States

”
S5 — HI

[l NLC States [l Partial Implementation [ Currently No Action  [@ NLC Enacted, Awaiting
Implementation

Note: As of January 2025: Connecticut and Massachusetts have enacted the NLC but are awaiting
implementation, with no specific implementation dates determined. In Pennsylvania, the NLC has been
enacted, allowing nurses with active compact licenses from other states to practice there; however,
resident nurses in Pennsylvania cannot apply for a compact license until full implementation is complete.

Source: National Council of State Boards of Nursing®®

NLC.® This significant move aimed throughout the state, the NLC provides
to address the state’s nursing shortage a safe and transformative solution to
and improve staffing in hospitals and source qualified nurses promptly. She
healthcare facilities. highlighted that this advancement

. . aligns Massachusetts with other
The adoption of the NLC in

Massachusetts was celebrated by the
Massachusetts Health & Hospital
Association (MHA) and other

healthcare leaders.*” Emily Dulong,

states to support frontline caregivers,
improve patient access to services,
expand virtual care, and better prepare

for emergencies.

vice president of government advocacy
and public policy at the MHA, noted
that with approximately 5,100 vacant

registered nurse hospital positions

TFAH < tfah.org 23



24

INDICATORS 2 AND 3:
ACCREDITATION STATUS
OF STATE PUBLIC HEALTH
AND EMERGENCY
MANAGEMENT SYSTEMS

KEY FINDING: Most states

are accredited by the Public
Health Accreditation Board
(PHAB) and/or the Emergency
Management Accreditation
Program (EMAP); however, six
states lack accreditation from

either body.

TFAH < tfah.org

The accreditation status of state public
health and emergency management
systems are crucial indicators of a state’s
readiness to handle public health
emergencies. Accreditation by recognized
bodies like PHAB and EMAP signifies
that an agency meets rigorous standards
for performance, accountability, and

continuous improvement.

Public Health Accreditation Board
The PHAB is an independent

organization dedicated to advancing
the quality and performance of public
health departments across the United
States. PHAB administers a national
accreditation program that sets
rigorous standards for public health
services and operational efficiency.
This process involves a comprehensive
evaluation against nationally
recognized, evidence-based standards
designed to enhance the effectiveness
of public health departments.

PHAB’s standards cover various aspects

of public health practice, including:
® Community health assessment

® Policy development

® Environmental health

® Health education

® Emergency response

Accreditation by PHAB signifies a
health department’s commitment
to continual quality improvement,
transparency in operations, and
accountability to the communities
they serve. It is a mark of excellence
indicating dedication to meeting
the health needs of the population
effectively and efficiently.

Emergency Preparedness Standards

PHAB accreditation includes several
standards relevant to emergency

preparedness:

® Standard 2.2 focuses on preparing
for and responding to public health

emergencies.” 2 Requirements include:
® Emergency operations plans

® Continuity of operations plans

® Risk communication plans

® 24 /7 communication and

coordination processes with partners

® Conducting exercises to test

emergency plans

e Utilizing after-action reports for

improvements

® Standard 6.1 involves monitoring
and enforcing public health laws
and regulations, critical during

emergencies.”

These standards help ensure health
departments have the necessary plans,
partnerships, and practices to respond
effectively to emergencies. They
emphasize capabilities like surveillance,
data analysis, communication,
workforce development, and
information technology management,
which are foundational for an effective

cmergency response.

Emergency Management
Accreditation Program

EMAP specifically accredits formal
emergency management programs
operated by state, territorial, local,
or tribal governments, as well as
other public or private entities.
While these programs may be part of
a larger government agency, EMAP

focuses on the dedicated emergency



management function—those with
recognized responsibility for all-
hazards preparedness, planning, and
response—rather than all aspects of

a government agency. Established

by a consortium of key emergency
management organizations, EMAP
promotes standardization and
excellence by evaluating programs
against comprehensive standards and

best practices.

EMAP Accreditation Process

To achieve EMAP accreditation, an
emergency management program must

undergo:

® Self-Assessment: Evaluating
capabilities across numerous

standards.

® Peer Review: Independent

practitioners review the program.

@ Site Visits: EMAP assessors conduct

meticulous on-site evaluations.

EMAP’s standards encompass critical

areas, including:

® Program administration

® Legal authorities

® Fiscal management

® Communications systems
® Training programs

® Operational planning

® Exercise evaluation

o Crisis response procedures

The process helps agencies identify
gaps, drive continuous improvement,
and build frameworks for appropriate
crisis coordination with other

accredited entities.

Significance of PHAB and EMAP
Accreditations

Both PHAB and EMAP accreditations
are valid and meaningful indicators of
public health emergency preparedness

because they:

® Ensure Comprehensive Evaluation:
Agencies must meet rigorous,

nationally recognized standards.

® Demonstrate Readiness: Accredited
departments show they can effectively
manage emergencies, including

disease outbreaks and natural disasters.

® Emphasize Continuous
Improvement: Accreditation requires
ongoing evaluation and adaptation to

evolving public health challenges.

® Promote Community Engagement:
Engaging with the community builds
trust and enhances collaboration

during crises.

® Facilitate Coordination: Accreditation
promotes standardized practices,
enabling better coordination between
agencies during multijurisdictional

emergencies.

Current Accreditation Status
As of January 2025:

® A total of 28 states plus the District
of Columbia hold accreditation from
both PHAB and EMAP, demonstrating
a comprehensive commitment
to public health and emergency

management excellence.

® Thirteen states have achieved
accreditation from PHAB but not
from EMAP, indicating strong public
health capabilities with potential room
for growth in emergency management

accreditation.

TFAH < tfah.org
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® Three states are accredited by EMAP
but not by PHAB, reflecting robust
emergency management programs
with opportunities to enhance public

health accreditation.

® Six states lack accreditation from
either PHAB or EMAP, which may
reflect barriers such as workforce
or financial limitations or that

accreditation is in process.

® Notable Changes in Accreditation
Status. Over the past year, there has
been a slight shift in accreditation

distribution:

® The number of states accredited by
both PHAB and EMAP decreased

from 29 states + DC to 28 states +
DC, as Mississippi moved out of

this group.

® The number of states accredited
by only PHAB grew from 11
states to 13 states, with Alaska
achieving PHAB accreditation and
Mississippi transitioning from

dual accreditation.

® The number of states without
accreditation decreased from seven
states to six states, as Alaska achieved
PHAB accreditation.

Accredited states have demonstrated
their ability to meet rigorous

standards, ensuring they are better

prepared to protect the health and
safety of their communities during
emergencies. Accredited states often
have stronger coordination among
stakeholders, clearer governance
structures, and better-quality
monitoring and evaluation systems.
More states pursuing accreditation

can enhance the nation’s overall
preparedness for future public health
threats, fostering a more resilient and
responsive public health infrastructure.
However, a handful of states remain
unaccredited by either PHAB or EMAP.
Their absence from these frameworks
may reflect resource limitations or an

ongoing accreditation process.

TABLE 3: 44 States and the District of Columbia Accredited by PHAB and/or EMAP

Accreditation status by state, January 2025

PHAB and EMAP PHAB ONLY EMAP ONLY No Accreditation

Alabama Idaho
Arizona Illinois
Arkansas Kansas
California Maryland
( Conigg)r::?gM AP) Massachusetts
Connecticut Missouri
Delaware New Jersey
District of Columbia New York

Florida North Carolina

Georgia North Dakota

28 states + DC

Ohio Alaska
Oklahoma Indiana
Pennsylvania lowa
Rhode Island Kentucky
South Carolina Louisiana
Utah Maine
Vermont Minnesota
Washington Mississippi
Wisconsin Montana
Nebraska
New Mexico
Oregon
Virginia
13 states

Michigan Hawaii
Nevada New Hampshire
Tennessee South Dakota
Texas
West Virginia
Wyoming
3 states 6 states

Note: Colorado has conditional EMAP accreditation, indicating substantial compliance with EMAP standards while working toward full accreditation. In past
years, states with conditional accreditation were listed as “not accredited.” TFAH’s decision to classify states with conditional accreditation as accredited
reflects their substantial compliance with EMAP standards and their active efforts to address identified deficiencies. Lack of accreditation does not necessarily
indicate a deficiency; it may reflect barriers such as workforce or financial limitations, or that a state’s accreditation is in process. This analysis is limited to
state-level accreditations and excludes local or tribal health departments, which may hold their own accreditations separate from state health departments.

Source: Accreditation data from PHAB®* and EMAP,*® retrieved January 2025.
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INDICATOR 4: STATE
PUBLIC HEALTH FUNDING
TRENDS

KEY FINDING: A maijority of states
maintained or increased their
public health funding in fiscal
year (FY) 2024, but 14 states
reduced funding, three more than

the previous fiscal year.

Recent public health emergencies

have highlighted the critical need

for sufficient, flexible, and sustained
funding for public health systems.
Adequate funding is essential for
preparedness and response capacity,
including the detection, prevention,
and control of disease outbreaks, as well
as mitigating the health consequences

of disasters.

Core public health capabilities—such
as epidemiology, environmental hazard
detection and control, infectious
disease prevention and control,

and risk communication—are vital

for maintaining routine operations

and providing surge capacity during
emergencies. These capabilities,

along with targeted emergency
response resources, require sustained,
predictable funding to ensure a trained,
ready, and community-aware public

health workforce.

The Public Health Activities and
Services Tracking project at the
University of Washington identifies
six core areas of state public health

programming and services:”

1. Communicable Disease Control:
Services related to epidemiology,
hepatitis, HIV /AIDS, immunization,
sexually transmitted diseases,

tuberculosis, etc.

2. Chronic Disease Prevention:
Services related to asthma, cancer,
cardiovascular disease, diabetes,

obesity, tobacco use, etc.

3. Injury Prevention: Services
related to firearms, motor vehicles,
occupational injuries, senior fall
prevention, substance use disorders,
other intentional and unintentional

injuries, etc.

4. Environmental Public Health:
Services related to air and water quality,
fish and shellfish safety, food safety,
hazardous substances and sites, lead-
exposure, onsite wastewater, solid and

hazardous waste, zoonotic diseases, etc.

5. Maternal, Child, and Family Health:
Services related to care coordination,
direct services, family planning,
newborn screening, population-
based maternal and child health,

supplemental nutrition programs, etc.

6. Access to and Linkage with Clinical
Care: Services related to beneficiary
eligibility determination, provider
or facility licensing, and facilitating
connections between individuals and

clinical care services.

Public health infrastructure enables
states not only to carry out emergency
response activities but also to promote
health equity and build resilience in
populations. However, public health
funding, often discretionary, is prone

to neglect or reduction, especially
during tight fiscal periods. Decades of
underfunding have weakened emergency
preparedness and response capabilities.
State investments play a crucial role in
health agencies’ operations: about 28
percent of state and territorial health
department revenues” and 21 percent of
local health department revenues come

from state sources, on average.”

Thirty-six states and the District

of Columbia either maintained or
increased their public health funding

in FY 2024, as indicated in Figure

2. However, 14 states reduced their
funding, potentially compromising their
preparedness and responsiveness in
critical situations. (This indicator does

not assess the adequacy of states’ public
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health funding. Notably, due to inflation
and population growth, stable funding
may effectively represent a reduction.)

From FY 2019 to FY 2022, state-
supported funding for public health
services experienced significant
fluctuations due to pandemic-related
actions. In some instances, a temporary
infusion of state-supported funds was
allocated for just one year. In other cases,
state-supported funding was temporarily
reduced and supplanted by federal
pandemic aid. Much of the funding
provided to respond to COVID-19 was
onetime funding that has been spent, is
set to expire, or has been rescinded by
Congress, creating funding cliffs for many
departments. This reliance on federal aid
highlights the need for states to develop
sustained, adaptable funding models that
can effectively integrate federal funds,

Figure 2. State Public Health Funding Held Stable or Increased in 36 States and DC
Public health funding, by state, FY 2023 to FY 2024

[ Public health funding
was flat or increased

~ S — HI
[l Public health funding

decreased

Note: To understand the nuances and methodology behind the data collection, including TFAH’s
specific criteria for defining public health funding, please refer to “Appendix B: Methodology.”
Source: TFAH analysis of state-reported public health funding data for FY 2023 and FY 2024. Data
collected through a TFAH survey of state health officials based on a standardized definition of public
health funding.
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ensuring a cohesive financial strategy for

long-term public health goals.

Moreover, the distribution and adequacy
of public health funding are pivotal

for ensuring access to health services,
particularly among under-resourced

or marginalized communities. During
an emergency, a funding strategy that
ensures that all communities, regardless
of socioeconomic status, have access

to essential resources is crucial to

protecting health and economic security.

The trend in a state’s public health
funding serves as a valid and meaningful
indicator of its preparedness for public
health emergencies. Adequate and
consistent funding is the cornerstone

of building and maintaining a robust
public health infrastructure, which
includes developing a well-trained
workforce, advanced surveillance
systems, effective use of technology

and communication channels—
essential components for rapid and
efficient responses to health crises.
When funding is stable or increasing,

it indicates a state’s commitment to
strengthening its public health systems
and enhancing its capacity to respond to
emergencies, such as disease outbreaks,
natural disasters, or bioterrorism events.
Conversely, declining or fluctuating
funding can create vulnerabilities in the
public health system, potentially leading
to gaps in emergency preparedness

and response capabilities. Therefore,
monitoring funding trends provides
critical insights into a state’s readiness
to protect its population’s health in the
face of unforeseen challenges, making it
a key metric for evaluating overall public

health emergency preparedness.

For this report, TFAH asks states to
provide only their state-supported

public health funding.



INDICATOR 5: COMMUNITY
WATER SYSTEM SAFETY

KEY FINDING: In most states,

5 percent or fewer residents
used contaminated community
water systems, but there were

exceptions.

Access to safe water is crucial for
consumption, sanitation, hygiene,
healthcare, and the operation of

other critical infrastructure. In the
United States, the vast majority of

the population relies on public water
systems.” The U.S. Environmental
Protection Agency (EPA) establishes legal
limits on contaminants in drinking water,
including microorganisms (bacteria and
viruses), disinfectants (e.g., chlorine)
and their byproducts, various chemicals
(e.g., industrial pollutants and lead), and
radionuclides (radioactive materials).'"
The EPA also requires states to regularly
report on the quality of drinking water
from public water systems within their
jurisdictions.'” These systems are
obligated to report any violations, such
as noncompliance with established
monitoring and reporting schedules,
treatment techniques, maximum
contaminant levels, and customer-

notification requirements.'%?

Current Challenges and Notable
Incidents

The United States boasts one of the
world’s safest public drinking water
supplies. However, some communities,
particularly those with a high
proportion of low-income residents and
communities of color, lack consistent
access to safe water. CDC data indicate
that waterborne pathogens—just

one type of contamination—cause
approximately 7 million illnesses and
more than $3 billion in healthcare costs
annually.'”® When water-safety issues
arise, a multisector emergency and long-

term public health response is necessary.

The increasing number of extreme
weather events have created additional
risks for community water systems due to
the rising frequency of wildfires, storms,

and flooding. When combined with aging

water infrastructure, such events can lead

to water crises for local communities.

e Wildfires: In January 2025, due to the
extensive Los Angeles—area wildfires,
several California utilities declared
their drinking water supply unsafe
pending testing. The concern was that
toxic chemicals created by the fires

may have entered the water supply.'™*

® Storms and Flooding: Intensified
storms can damage water
infrastructure, contaminate waterways,
and cause power outages, leading to
issues with potable water access and
safety.!”” When Hurricane Ian struck
coastal Florida in September 2022,
it disrupted water infrastructure in
Lee County, including Fort Myers,

severing water lines'”

and leaving three
hospitals without water, necessitating
the evacuation of some patients. In Polk
County, wastewater treatment systems
were overwhelmed, leading to concerns
about untreated water backflowing

into homes. The Florida Department
of Health issued nearly 50 boil-water

advisories during this period.!"”

® Water System Failures: In Jackson,
Mississippi, heavy rainfall in August
2022 overwhelmed the city’s water
system, leaving 150,000 residents
without water for days. This followed
a prolonged boil-water notice caused
by flooding.'” In December 2022,
subfreezing temperatures further
damaged the system, resulting in
another boil-water order and leaving
some residents without water.!” Low-
income areas were disproportionately
affected, experiencing twice as many
boil-water notices as higher-income areas
between 2017 and 2022."° To address
the crisis, a third-party administrator was
appointed in late 2022,""* and Congress

allocated $600 million for repairs.''?
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@ Saltwater Intrusion: Shifting
environmental conditions and
decades of groundwater pumping
have increased the risk of saltwater
intrusion, threatening drinking water
supplies in coastal regions. In 2023,
communities along the Mississippi
River, particularly in New Orleans and
surrounding areas in Louisiana, faced a
crisis due to saltwater intrusion from the
Gulf of Mexico, exacerbated by drought
conditions.!? This environmental
challenge posed health risks, especially
for pregnant individuals, and could
corrode old pipes, potentially releasing
harmful materials. The situation led
to emergency actions, including a
federal emergency declaration and
the construction of an underwater sill
in the Mississippi River—a temporary

solution.'*

® Drought: Prolonged drought and
overuse have contributed to an
unprecedented water crisis in the
Colorado River Basin, a vital water
source for seven U.S. states and

Mexico.!?

® Hurricane Helene and Asheville’s
Water Crisis: In September 2024,
the remnants of Hurricane Helene
devastated Asheville, North Carolina,
causing catastrophic flooding and
landslides that severely damaged the
city’s water infrastructure.'® Residents
were left without drinkable tap water
for 53 days, relying on bottled water
and makeshift solutions for basic needs
like bathing and cooking."” The storm
overwhelmed the North Fork Reservoir,
the primary water source, with sediment,
rendering treatment efforts ineffective.
Officials implemented phased repairs,
but the city’s economic and social
fabric suffered, with businesses and
schools closing and residents enduring

significant hardship.'®
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Emerging Contaminants

Efforts to ensure that all Americans

have access to safe drinking water also
face challenges from the increasing
presence of per- and polyfluoroalkyl
substances (PFAS), long-lasting human-
made chemicals found in everyday
products that are linked to potential
health risks such as cancer, liver damage,
and immune system disruption.'"
Researchers have found pervasive
contamination of water sources by PFAS,
with about 31 percent of groundwater
and 16 percent of surface water samples
worldwide showing levels considered
harmful to human health, even in areas
far from known contamination sources.'®
In March 2023, the EPA initiated a
significant regulatory step,'?! proposing
enforceable maximum contaminant
levels for six specific PFAS compounds

in drinking water. The proposal

also introduced a novel approach to
regulating some types of PFAS, using

a Hazard Index method to assess the
collective risk of these substances when
present together in water. Public water
systems would be required to monitor
these PFAS, inform the public if levels
exceed the set standards, and implement

measures to reduce PFAS concentrations.

Federal Initiatives and Investments

The federal Infrastructure Investment
and Jobs Act, enacted in November 2021,
took significant steps to expand access to
safe drinking water. Its provisions, which
received bipartisan praise from governors
and mayors when passed, included

$24 billion in grants to states under the
Clean Water Act (focused on regulating
pollution and protecting surface-water
quality'®) and the Safe Drinking Water
Act (focused on protecting waters
designated for drinking'#). The Act
allocated $15 billion to replace lead pipes

and service lines, $9 billion to address

emerging PFAS, and several initiatives
to provide dedicated assistance to small,
disadvantaged, low-income, rural, and

tribal communities.'**12

In the first three years of the law’s
implementation, the EPA has made
progress in advancing drinking water
safety and infrastructure nationwide.'*
As of November 2024, over $40.3
billion had been allocated to improve
water infrastructure, marking the
largest investment in clean water in
U.S. history. This includes $9 billion
specifically dedicated to replacing lead
service lines. Additionally, thousands of
drinking water and wastewater projects
were funded, which not only improve
access to safe drinking water but also
enhance resilience to drought and

other environmental challenges.

Asignificant milestone in the effort

to safeguard communities from the
health risks of lead exposure was
achieved in October 2024, when the
EPA finalized the Lead and Copper
Rule Improvements (LCRI).'* The
LCRI requires the vast majority of water
systems to replace lead service lines
within 10 years. The rule also strengthens
public health protections by lowering
the lead action level, the threshold that
requires water systems to take specific
actions to reduce lead exposure. When
water system sampling exceeds this level,
systems are required to notify the public

and take steps to reduce lead exposure.

Indicator Data
According to the EPA, in 2023, an

average of 5 percent of residents in each
state used a community water system that
did not meet all applicable health-based
standards, a decrease from 7 percent in
2018.1% In seven states—Connecticut,
Hawaii, Iowa, Maryland, Nevada, North

Dakota, and Vermont—this proportion



was effectively 0 percent. (See Table

5.) However, in four states—Louisiana,
New York, Oklahoma, and Oregon—15
percent of residents or more relied on
community water systems with health-
based violations. Key health-based
standards tracked by the EPA include
safety limits for harmful substances like
chemicals, germs, radioactive materials,
and the chemicals used to clean water, as

well as their leftover byproducts.

It is important to note that approximately
23 million U.S. households obtain their
drinking water from private wells,'*
which can be contaminated or unusable
following extreme weather events. The
data presented by this indicator do not
account for the water quality in these
households.

Significance of the Indicator

This metric directly reflects a state’s
capability to provide a fundamental
necessity—safe drinking water—

which is a cornerstone of public
health. Effective management and
regulation of water quality are vital for
preventing waterborne diseases and
safeguarding against health crises.
High compliance rates indicate robust
public health infrastructure and
effective oversight. Conversely, higher
percentages of noncompliance reveal
potential vulnerabilities. Therefore,
monitoring this percentage offers
critical insights into the overall
readiness of a state to handle public
health emergencies, especially those

related to water safety and quality.

TABLE 4: In Most States, Less Than 5 Percent of Residents Used
Contaminated Community Water Systems

Percent of each state’s population served by a community water system in
violation of health-based standards, 2023

States | Percentof Population

CT, HI, IA, MD, ND, NV, VT

AZ, FL, IL, IN, ME, MN, MO, NE, VA, WA
GA, ID, KS, MI, NH, PA, UT

AR, CO, NC, SD

CA, DE, TX, WI

AK, DC, KY, MT, NM, OH, RI, TN
SC

NJ

AL, WY

MS

MA, WV

OK

LA, OR

NY

0%
1%
2%
3%
4%
5%
6%
7%
9%
11%
13%
15%
18%
46%

Note: Over 23 million U.S. households rely on private wells,*3° which are not represented in these data.
Only regulated contaminants are included, and water systems on Indian reservations are excluded.

A single large city’s violation can disproportionately affect its state’s percentage (e.g., Shreveport,
Louisiana; New York City; Moore, Oklahoma; and Portland, Oregon).

New York’s high percentage is largely due to an uncovered reservoir within New York City’s drinking
water system, which does not comply with the Long-Term 2 Enhanced Surface Water Treatment

Rule. Established by the EPA, this rule requires additional treatment or protective measures for open
reservoirs to prevent potential contamination. This type of violation indicates non-compliance with
required preventive safeguards rather than necessarily indicating that the water is contaminated or
unsafe. The violation remains open, meaning the city has not yet fully addressed the compliance issue.

Source: TFAH analysis of data from the EPA.
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INDICATOR 6: USE OF PAID
TIME OFF (PTO)

KEY FINDING: On average, just
over half of workers in each
state used some form of paid
time off—including sick leave,
vacation, or holidays—during a
given month. While most states
hovered around this average,
some stood out with notably

higher or lower usage rates.

Note: These figures represent a one-month
snapshot intended to illustrate relative usage
across states, not the total percentage of workers

who used paid time off over the entire year.
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Historical Context and Policy Landscape

The United States has no
comprehensive federal mandate
requiring paid time off, relying instead
on employer policies as well as state and
local laws. As a result, access to PTO
and paid leave varies widely. While 87
percent of U.S. private-sector employees
have some form of paid leave, access is
uneven, with nearly half of the lowest
earners and over one-third of part-

time workers lacking any paid-leave
options.'*" According to the Center

for Law and Social Policy, 34 million
workers—22 percent of the civilian labor
force—do not have a single day of paid
sick leave.'® The Family and Medical
Leave Act of 1993 provides up to 12
weeks of unpaid, job-protected leave for
certain medical and family reasons but
does not require compensation. Over
time, limited federal action has led to a
patchwork system, with some states and
localities passing their own paid-leave
laws. This approach, highly dependent
on employers and regional mandates,
stands in contrast to the standardized

policies seen in peer countries.

Public Health Benefits of Paid Time Off

PTO contributes significantly to public
health by allowing workers to recover
at home when ill or taking care of a
sick family member, thereby reducing
the transmission of infectious diseases.
It enables employees to keep up with
routine medical care and chronic
disease management, resulting in better
long-term health outcomes.'* PTO also
supports mental health by preventing
burnout, improving workforce morale,
and increasing overall productivity.
Thus, adequate PTO is not only a
workforce benefit but also a crucial
component of a healthier, more

resilient population.

Inequalities and the COVID-19 Context

The COVID-19 pandemic underscored
the importance of PTO. Many

essential and frontline workers,
disproportionately women, low-wage
earners, and Black and Hispanic
workers, had limited or no access to
paid sick leave.'3*1%:1% Without PTO, all
workers faced difficult a choice: working
while ill and risking community health,

or forgoing wages and financial stability.

Ensuring job-protected paid sick
leave is an essential part of infection
control™®”1¥ and economic and business
stability, especially in public-facing
industries. Research shows that areas
with mandated paid sick leave have
lower flu rates'®%!** and that a substantial
share of foodborne illness outbreaks is
linked to workers handling food while
ill, problems that could be mitigated

through adequate PTO.'"!

During the early stages of the COVID-
19 pandemic, the Families First
Coronavirus Response Act (FFCRA)
provided temporary paid sick leave

for certain employees.'*? States that
benefited from FFCRA’s emergency paid
sick leave saw fewer confirmed COVID-
19 cases, demonstrating the direct

link between paid-leave policies and
reduced disease transmission. 43144145
However, these protections were not
extended beyond 2020. Some employers
took advantage of voluntary tax credits
through September 2021,"¢ but without
a lasting federal requirement, coverage

remains inconsistent.

State and Local Initiatives

In the absence of a federal standard,
numerous states and localities have
implemented their own paid-leave
laws.'*” States such as Arizona,
California, Colorado, Connecticut,

Maryland, Massachusetts, Michigan,



Minnesota, New Jersey, New Mexico,
New York, Oregon, Rhode Island,
Vermont, Washington, and the District
of Columbia mandate paid sick leave.
Illinois, Maine, and Nevada require
accrued PTO that is not strictly limited
to sick leave.'*® These policies help fill
the void left by federal inaction, but wide
variability persists across the country.
Some cities have enacted paid leave
policies, while 23 states preempt localities

from passing their own requirements.'*’

The Illinois Paid Leave for All Workers
Act took effect on January 1, 2024.' The
law requires most employers to provide
employees with one hour of paid leave for
every 40 hours worked (up to 40 hours per
year), which can be used for any reason
after a 90-day waiting period without
needing to disclose the purpose. The law
applies throughout Illinois, except in
Chicago and Cook County, which have

their own paid-leave ordinances.

Voters in Alaska, Missouri, and
Nebraska approved paid sick-leave
measures in November 2024.1°!

Current Data and State Variation

Between March 2019 and March 2024,
data from the Current Population
Survey revealed that, on average, 55
percent of workers took some form of
PTO, consistent with previous years.'%?
Several states and the District of
Columbia reported higher-than-average
PTO usage, including Mississippi (68
percent), Texas (63 percent), DC (63
percent), Maine (62 percent), Alaska (61
percent), and Oklahoma (61 percent).
Conversely, several states saw lower PTO
usage, such as Indiana (49 percent),
Minnesota (49 percent), South Carolina
(49 percent), Illinois (49 percent),
Michigan (48 percent), and Rhode
Island (44 percent), which reported the
lowest usage rates. This data highlights

Figure 3: Around Half of Workers Used Paid Time Off, On Average

Percentage of employed population who took paid time off during March 2019-2024

Percent of Employed Population Taking PTO [

44%

49% *
54%

56% 2\ 58%

68%

49% \49%

54%
56% o

53%

68% | 56%

Note: “Paid time off” includes sick leave, vacation, and holidays. These data are drawn from a survey of

the general population. Figures represent a one-month snapshot to illustrate comparative usage across
states and do not reflect the total percentage of workers who used PTO over the entire year. Differences in
percentages may reflect variations in state policies, employer practices, and worker access to leave benefits.

Source: TFAH analysis of data from the Annual Social and Economic Supplement of the Current

Population Survey.

significant variability in PTO utilization
across the country.'™ (See Figure 3.)

Relevance to Public Health
Emergency Preparedness

The percentage of workers who

utilize PTO is a meaningful indicator
of public health emergency
preparedness. In crises such as disease
outbreaks and pandemics, the ability
to stay home without losing income

or job security is crucial to slowing
disease spread. Higher PTO usage
suggests that a state’s policies and
workplace cultures support employees
in taking time off as needed, thereby
reducing strains on the healthcare
system and fostering a healthier, more
resilient workforce. Monitoring PTO

usage thus provides valuable insights

into a state’s capacity to manage public
health threats effectively.

However, this measure does not
necessarily reflect whether a state

has a formal paid sick-leave or PTO
requirement. Instead, it captures actual
usage, which can vary greatly based on
local workforce composition, employer
practices, and economic factors. It also
combines different forms of leave (e.g.,
sick leave, vacation, holidays) into a
single statistic, making it less precise
for assessing medically necessary leave
alone. Consequently, states with strong
paid-leave laws might not display high
usage rates if employers or workforce
demographics differ, and states without
statewide policies could still exhibit
higher uptake due to local practices or

larger employers offering PTO.
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INDICATOR 7: FLU
VACCINATION RATE

KEY FINDING: During the
2023-2024 influenza season,
only 47 percent of U.S. residents
ages 6 months and older were
vaccinated against the flu,*%
falling short of the 70 percent
annual vaccination target set
by Healthy People 2030. This
marks a decline from recent
years and highlights persistent
challenges in achieving

recommended coverage levels.
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Seasonal Flu: Health and Economic
Implications

Each year, seasonal influenza infects
millions of Americans, resulting in
substantial numbers of medical visits,
hospitalizations, and deaths. The impact
varies by season and is influenced by
circulating strains, vaccine effectiveness,
and population immunity. Specific
populations—older adults, young
children, pregnant women, and those
with chronic health conditions—are

at elevated risk of severe illness and
complications. Beyond direct health
consequences, the flu exerts a significant
economic toll due to healthcare
expenses and lost productivity. Moreover,
influenza outbreaks often coincide with
other respiratory health challenges,
including COVID-19 and respiratory
syncytial virus (RSV), compounding the

strain on healthcare systems.

Importance of Vaccination

Annual flu vaccination is the primary
strategy for reducing influenza’s public
health burden. High vaccination
coverage helps to mitigate disease
spread, reduces the severity of illness,
lowers hospitalization and mortality
rates, and eases the strain on healthcare
resources.'”® Vaccination efforts rely

on robust infrastructure, effective
communication, equitable access,

and sustained public trust. These
efforts also foster skills and capacities—
such as vaccine distribution and
administration—that are crucial during
other public health emergencies,
reinforcing the overall resilience of the

public health and healthcare systems.

Recent Vaccination Trends
In the 2023-2024 season, the national

flu vaccination rate of 47 percent

was the lowest since 2017-2018,
continuing a reversal of modest gains
made in prior years.'"® After an uptick
that peaked in the 2020-2021 season—
likely fueled by heightened awareness
of respiratory illnesses during the
COVID-19 pandemic—rates stabilized
and then declined. Disparities persist

among age groups:'?’

® Children (6 months-17 years): 55

percent vaccinated

® Adults (18-49 years): 33 percent

vaccinated (lowest of these age groups)

® Adults (50-64 years): 46 percent

vaccinated

® Older adults (65 years and older): 70
percent vaccinated (highest coverage)

Racial and ethnic disparities also
persist, with Black and Hispanic
populations typically having lower
flu vaccination rates than white

populations.'*®

Geographic Variation

Some jurisdictions achieved higher
vaccination coverage, such as
Massachusetts (62 percent), the District
of Columbia (62 percent), and Rhode
Island (61 percent). In contrast,
Mississippi, Nevada, Wyoming, Idaho,
Alabama, Louisiana, and Florida
reported vaccination rates of 40 percent

or lower. (See Figure 4.)



Looking Forward: Challenges and
Innovations

Achieving higher vaccination rates
remains challenging due to factors

like vaccine hesitancy, misconceptions
about vaccine efficacy and safety, and
perceived lack of necessity, especially
among younger adults. Healthy People
2030 aims for a 70 percent annual flu
vaccination rate,'™ but reaching this
goal will require overcoming these
barriers. Emerging data suggest that
polarization around COVID-19 vaccines
may negatively influence acceptance of

other vaccines, including the flu shot.'®

Encouragingly, scientists are working
toward more effective, longer-lasting
influenza vaccines.!! Research into
“universal” or “super-seasonal” vaccines
aims to reduce the need for seasonal
strain predictions and thereby improve
overall vaccine effectiveness. Meanwhile,
advancements in RSV vaccines and
immunizations for infants and older
adults mark progress in controlling a

range of respiratory pathogens.

In a major advancement, Moderna
announced successful late-stage trial
results for a combined COVID-19 and

flu vaccine in 2024, demonstrating
higher immune responses in older adults
compared with receiving the vaccines
separately.'1% This innovation represents
a significant step toward streamlining
immunization efforts. By reducing the
number of injections required, the
combined vaccine is expected to improve
vaccination uptake, simplify logistics for
healthcare providers, and lower barriers

to access for individuals with limited time

or resources. The dual vaccine could play
a pivotal role in managing concurrent
outbreaks of COVID-19 and influenza,
ensuring broader protection for the
population while conserving healthcare
resources. Regulatory approval will be
necessary before the product can be

brought to market.

Also in 2024, the Food and Drug
Administration (FDA) approved
AstraZeneca’s FluMist, a nasal-spray
influenza vaccine, for self- or caregiver-
administration outside of healthcare
settings, marking a shift in vaccine
accessibility.'*1% The vaccine remains
prescription-only but can now be
administered at home by adults ages
18-49 to themselves, or by caregivers
to individuals ages 2-17, offering
unprecedented convenience. At-

home flu vaccination strengthens the
nation’s resilience by enabling rapid,
decentralized immunization during flu
surges, other outbreaks, or pandemics,

reducing strain on healthcare facilities.

Policy and Practice Strategies

Most recommended vaccines, including
flu shots, are covered by insurance when
obtained from in-network providers.
However, gaps remain, especially in
states without Medicaid expansion.

Overcoming barriers may involve:

® Expanding vaccine access via
pharmacies, schools, workplaces, and

community centers.

® Enhancing public education
campaigns to dispel myths and

highlight the flu’s seriousness.

TFAH < tfah.org
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® Improving immunization information
systems and using tailored outreach to
groups at higher risk of flu or serious

flu outcomes.

® Implementing policies like paid sick
leave to enable individuals to get
vaccinated without financial hardship.

® Authorizing additional healthcare
providers—such as pharmacists,
podiatrists, dentists, paramedics, and

optometrists—to administer flu vaccines.

® Reducing nonmedical exemptions
for school-required vaccinations to

strengthen herd immunity.

In recent years, states have innovated

to expand the pool of authorized
vaccinators and to reduce logistical
barriers.'% These efforts, combined with
ongoing scientific research for improved
vaccines, can help bridge gaps in flu

vaccination coverage and strengthen the
nation’s readiness against both seasonal

and emerging public health threats.

Indicator Significance for Emergency
Preparedness

Seasonal flu vaccination rates offer
insight into a state’s public health
emergency preparedness. High
coverage indicates strong public
health infrastructure—effective vaccine
distribution, community engagement,
and trust-building measures—that

can be rapidly mobilized during
emergencies. Better vaccine uptake
contributes to herd immunity,
reducing the disease burden and
preserving healthcare capacity for
other urgent needs. It also reflects
how well public health messaging and
resources support preventive health

measures at scale.

Figure 4: Just Under Half of U.S. Residents Received a Seasonal Flu Vaccination

Seasonal flu vaccination rates for people ages 6 months and older, by state, 2023-2024

Percent of State Population Vaccinated [

34 62

47% |44%

45%

41%

Note: Data are derived from a population-based survey and are subject to sampling error. “Flu
vaccination” refers to receipt of any seasonal influenza vaccine during the 2023-2024 flu season.

Source: Centers for Disease Control and Prevention.*¢”




INDICATOR 8: PATIENT
SAFETY IN HOSPITALS

KEY FINDING: In the fall 2024
Leapfrog Hospital Safety Grade
assessment, 27 percent of U.S.
general acute-care hospitals, on
average, earned an “A’—a slight
increase from 25 percent in fall
2023. While some states saw
more than half of their hospitals
achieve the highest rating,

others had none.

Historical Context and the Evolution
of Patient Safety

The concept of hospital patient safety
in the United States has evolved over
the past century. Early technological
advances and the introduction of
antibiotics improved outcomes but
introduced new types of risk. In the
late 20th century, growing awareness
of medical errors led to increased
scrutiny and legal action, culminating
in the 1999 Institute of Medicine report
To Err Is Human.'%® This landmark
study sparked a national conversation
and drove the adoption of systematic
safety protocols, quality-improvement
strategies, and technologies like
electronic health records.'®® Most
recently, the COVID-19 pandemic
underscored the critical importance of
robust infection control and healthcare
system resilience, further emphasizing
the need for continual patient safety

improvements.

In 2024, the American Hospital
Association (AHA) launched a Patient
Safety Initiative aimed at addressing
systemic challenges in healthcare
safety and improving outcomes
across hospitals and health systems.'”
By focusing on fostering a culture

of safety, enhancing health equity,

and prioritizing workforce well-
being, the initiative recognizes the
interconnectedness of patient safety
and healthcare resilience. Embedding
safety into operational strategies, this
initiative not only addresses routine
care but also aims to strengthen
facilities’ capacity to manage surges
in demand during emergencies,
ultimately safeguarding community
health and trust in healthcare systems.

From the perspective of public health

and emergency preparedness, the
AHA'’s efforts are significant as they
are intended to bolster the healthcare
system’s ability to respond to crises,
such as disease outbreaks, pandemics,
or natural disasters, by ensuring safer
environments for both patients and

providers.

Patient And Staff Safety as a
Component of Preparedness

Despite progress, hospital errors,
injuries, accidents, and infections are
still among the leading causes of death
in the United States,'”! claiming roughly
200,000 lives annually. '* Ensuring
patient safety is integral to preparedness.
Hospitals that excel in patient safety

are less likely to inadvertently harm
patients or exacerbate a public health
crisis. They are also more capable of
maintaining quality standards under
stress, such as during infectious disease
outbreaks, natural disasters, or surges in

patient volume.

Lessons from the COVID-19 Pandemic

During the pandemic, hospitals

faced an unprecedented test of their
infection-control measures and overall
safety protocols.'” Strategies like
universal masking, appropriate use of
personal protective equipment (PPE),
adequate ventilation, and strict hand
hygiene were essential for preventing
viral transmission within facilities.
However, hospital overcrowding in
regional COVID-19 waves revealed
vulnerabilities: reduced care quality,
delayed treatments, medication errors,
and increased mortality.'™ These
experiences illustrate how strong
patient-safety foundations are crucial
for managing and mitigating public

health emergencies.
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The Leapfrog Group’s Hospital Safety
Grade

Established in 2000, the Leapfrog
Group is a nonprofit organization
focused on enhancing U.S. healthcare
quality and patient safety. Its Hospital
Safety Grade, issued twice a year,
evaluates nearly 3,000 general acute-
care hospitals using up to 22 national
patient safety measures sourced from
the Centers for Medicare & Medicaid
Services and other data providers.'™
Each hospital’s performance is
distilled into a single letter grade (A
through F), reflecting its success in
preventing medical errors, infections,

and other forms of harm.

Measures That Matter for Public
Health Emergencies

The Safety Grade considers both
process/structural and outcome
measures, each accounting for 50
percent of the overall grade. Key
indicators include computerized
physician order entry (to reduce
medication errors) and infection-
control measures (e.g., rates of MRSA
[ methicillin-resistant Staphylococcus
aureus Bacteria], C. diff [ clostridium
difficile], and surgical-site infections).
High performance in these areas is
critical during health crises, when
rapid, accurate treatment and effective
infection management help maintain
care quality and prevent hospital-based

disease spread.
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Figure 5: Hospital Patient Safety “A” Grades Remain Uneven Across States

Percentage of general acute-care hospitals earning an “A” grade, fall 2024

Percent of Hospitals with an “A” Grade [

0% 61%

30%

38%

Note: This measure applies exclusively to general acute-care hospitals. Data are drawn from The
Leapfrog Group’s “Fall 2024 Hospital Safety Grade” assessments.

Source: The Leapfrog Group.*’”

Variation Across States

In fall 2024, 27 percent of hospitals
nationwide, on average, received an

A grade, but the distribution varied
widely.!” Some states excelled, with over
half of their hospitals earning top marks
(such as Utah at 61 percent and Virginia
at 58 percent), while others, including
Towa, North Dakota, South Dakota,

and Vermont, had none achieving the
highest grade. (See Figure 5.) Tracking
and comparing these outcomes over
time helps states identify gaps and
prioritize improvements, thereby
strengthening healthcare systems

against future emergencies.

Reinforcing Preparedness Through
Patient Safety

The Leapfrog Hospital Safety Grade
provides a standardized, evidence-
based method for gauging hospital
quality and safety. High-performing
hospitals demonstrate strong readiness
to manage routine care and respond
effectively to crises. By highlighting
performance and pinpointing

areas needing improvement, these
assessments drive better resource
allocation, strategic policy changes,
and enhanced community trust—key
elements for robust public health

emergency preparedness.



INDICATOR 9: STATE PUBLIC
HEALTH LABORATORY
SURGE CAPACITY

KEY FINDING: In 2024, 47
states and the District of
Columbia—reported having a
written plan to handle a surge in
laboratory-testing capacity for
six to eight weeks in response
to an outbreak or other public
health event. Three states

reported not having such a plan.

Historical Context and the Evolving
Role of Public Health Laboratories

State public health laboratories have a
long history, dating back to the late-19th
and early-20th centuries. Originally
focused on controlling communicable
diseases like tuberculosis, diphtheria,
and typhoid fever, these institutions
have expanded their functions over

time. Today, they contribute to a

wide range of activities, including
environmental health testing,
emergency response, bioterrorism
preparedness, and the surveillance of
chronic diseases. They also advance
public health research, train laboratory
professionals, and integrate new testing
methods and technologies—efforts that
have become increasingly important in

an era of emerging health threats.

ESSENTIAL COMPONENTS OF PUBLIC HEALTH LABORATORIES

Public health laboratories serve as
frontline responders in detecting
and mitigating health threats. Their
responsibilities include:

® Disease Testing and Identification:
Rapidly diagnosing infections and
monitoring their spread.

® Ensuring Quality of Food and
Water Supplies: Testing to prevent
contamination and related illnesses.

These laboratories’ adaptability and
resilience were vividly demonstrated
during major public health emergencies,
including the HIN1 influenza pandemic
and the COVID-19 crisis, where they
rapidly scaled testing and supported
data-driven policy decisions.

Lessons from the COVID-19 Pandemic
During COVID-19, state public health

laboratories were central to the nation’s
response. As key players in the Laboratory
Response Network, they led early
detection, provided confirmatory tests,
and conducted genomic sequencing to
track viral spread and variants.'” Their
efforts in testing, data collection, analysis,
and reporting informed public health
decisions and interventions at the local,

state, and federal levels.

® Supporting National Health Programs:

Collaborating with federal agencies,
such as CDC, to implement national
initiatives at the state level.

©® Workforce Training and Technology

Development: Preparing laboratory staff
and refining diagnostic tools to meet
evolving public health needs.

Importance of Surge Capacity

In times of outbreaks or disasters,

public health laboratories must be able

to handle sudden increases in testing
demands, similar to how hospitals

must scale up to treat more patients.
According to the Association of Public
Health Laboratories, “internal surge
capacity” involves a laboratory’s ability

to implement substantial operational
changes—such as reallocating staff, adding
shifts, and using all available resources—to

meet surging testing volumes.'”

Effective surge capacity also depends
on having proper infrastructure. This
includes adequate biosafety cabinets,
fume hoods, supplies, and the physical
space needed to process, store, and

analyze a large volume of samples. It
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also requires sufficient equipment, PPE,
reliable power supplies, and flexible
staffing arrangements. Together, these
factors ensure that a lab can maintain
high-quality, efficient testing during a

public health emergency.'®

Planning for Surge Events

Public health laboratories develop
detailed surge plans that map out how
they will quickly and effectively expand
their operations during emergencies.

Key elements of these plans include:

® Facilities and Equipment: Ensuring
adequate space, up-to-date instruments,

and robust supply chains.

® Staffing and Training: Identifying
well-trained personnel ready to be

redeployed or brought in as needed.

® Operational Guidelines: Establishing
protocols for various scenarios to
maintain accuracy and safety under

increased testing loads.

® Partnerships and Communication:
Coordinating with other labs, healthcare
facilities, and government agencies and

clearly communicating with the public.

® Continuous Improvement: Regularly
updating plans to incorporate new
technologies, adapt to emerging

threats, and learn from past incidents.

State Progress and Barriers to
Finalizing Plans

In 2024, California, Colorado, and
Utah were the only jurisdictions without

a completed written surge plan. (See
Table 6.)
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Significance of Having a Surge Plan
for Preparedness

Ultimately, having a well-developed,
regularly updated surge plan reassures the

A written public health laboratory surge public, fostering trust in a state’s ability to

plan is a critical indicator of a state’s handle health emergencies effectively.

emergency preparedness. Such a plan Still, while a written plan serves as a key

demonstrates readiness to quickly scale indicator of preparedness, it does not in

up laboratory operations during a crisis, itself guarantee real-world surge capacity.

ensuring tlmely d1agn051s, containment, Actual capacity depends on factors like

and management of public health threats. staffing, supplies, facilities, and training.

By emphasizing a broad scope—from A plan is a roadmap, but successful

staffing and training to equipment response also requires regularly testing,

procurement, 1nter-agency COOI’dlnathﬂ, updating, and resourcing that plan to

and adaptation to diverse emergencies— ensure a laboratory can meet demands

these plans strengthen the entire in a genuine emergency.

public health response infrastructure.

TABLE 5: All But a Few States Have a Written Laboratory Surge Plan
State public health laboratories with or without a written plan for a six- to

eight-week surge in testing capacity, 2024

Had a Plan |__NoPlan__

Alabama Indiana Montana Pennsylvania California
Alaska lowa Nebraska Rhode Island Colorado
Arkansas Kansas Nevada South Carolina Utah
Arizona Kentucky New Hampshire South Dakota
Connecticut Louisiana New Jersey Tennessee
Delaware Maine New Mexico Texas
District of Columbia Maryland New York Vermont
Florida Massachusetts North Carolina Virginia
Georgia Michigan North Dakota Washington
Hawaii Minnesota Ohio West Virginia
Idaho Mississippi Oklahoma Wisconsin
Illinois Missouri Oregon Wyoming

Note: This indicator only reflects the existence of a written surge plan. It does not assess the plan’s
quality, comprehensiveness, or how frequently it is tested or utilized.

California reported that it does not have a fully compiled or centralized surge plan. While an older
Continuity of Operations Plan exists, it has not been reviewed since before the COVID-19 pandemic. The
state indicated that developing an updated surge capacity plan is on their agenda for the current year.
Colorado reported that it does not have a consolidated surge capacity plan, though various existing
plans contain relevant components. Developing a formal plan is a priority, particularly given the state’s
recent experience with surge testing during COVID-19, mpox, and H5N1.

Utah reported that it has a completed Continuity of Operations Plan plan but has yet to finalize a

written surge capacity plan. The state anticipates completing this as part of its federal public health
preparedness requirements in the next funding cycle.

Source: Association of Public Health Laboratories.



INDICATOR 10: AVOIDABLE
MORTALITY

KEY FINDING: Avoidable
mortality—premature deaths
from preventable or healthcare-
treatable causes—varies widely
by state and often differs
significantly among racial and
ethnic groups. Some states have
low overall mortality rates and
smaller disparities between
groups, while others face high
mortality rates and large gaps,
reflecting underlying health
inequities and related challenges

to emergency readiness.

Understanding Avoidable Mortality

Avoidable mortality is a composite
concept that brings together two
categories of premature deaths

occurring before age 75:

1. Preventable Causes: These are
deaths that could be averted in places
where equitable access to health-
promoting resources exists and

where commonly available public
health measures are in place. Such
interventions include environmental-
and workplace-safety regulations,
community-wide prevention efforts, and
access to strong primary care. Examples
of preventable causes include fatalities
from certain infectious diseases that
vaccination programs or surveillance
systems could prevent, injuries that
might be reduced through policies

and environmental safeguards, and
conditions such as alcohol- or drug-
related mortality that can be mitigated
through robust prevention and early

intervention strategies.

2. Healthcare-Treatable Causes:
Treatable deaths refer to those that
proper, timely, and effective healthcare
interventions should prevent. These
include conditions such as diabetes-
related complications, certain heart
diseases, and cancers (e.g., colon

and breast cancer) that, if identified
carly and managed appropriately,
need not lead to premature death.
These conditions test the efficiency,
accessibility, and quality of a state’s
healthcare delivery system. When timely
screening, diagnostic, and therapeutic

interventions are consistently and

equitably available, these fatalities can

be significantly reduced.
The age-75 threshold for defining

premature mortality originates from
longstanding international practices
aimed at ensuring comparability in
tracking preventable and treatable
deaths across countries. It has been
used by the Organisation for Economic
Co-operation and Development,

an international organization that
promotes economic growth and
development, and Eurostat, the
European Union’s statistical office
that provides data for policymaking,
in their joint methodology, which

the Commonwealth Fund—TFAH’s
source for state avoidable-mortality
data—has adopted in its analysis. While
the threshold ensures consistency
across causes of death and reflects the
context of countries with lower life
expectancies, it may underestimate
deaths that could potentially be
avoided beyond age 75.

Combined, these two domains offer

a window into how well a state’s

health system works across the entire
care continuum—from the upstream
preventive measures at the community
level to the downstream treatments
and chronic disease management in
clinical settings. Low rates of avoidable
mortality indicate that a state’s efforts
in prevention, primary care, chronic
disease management, and treatment are
aligning effectively to spare individuals
from preventable death. High rates, on
the other hand, illuminate breakdowns

in these systems.
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Equity is central to the concept
of avoidable mortality. Even if

a state demonstrates relatively
low overall avoidable mortality
rates, large disparities among
racial and ethnic groups, and
between urban, suburban, and
rural populations, signal that not
all communities are benefiting
equally from prevention or

treatment opportunities.
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The Importance of Equity

Equity is central to the concept of
avoidable mortality. Even if a state
demonstrates relatively low overall
avoidable mortality rates, large
disparities among racial and ethnic
groups, and between urban, suburban,
and rural populations, signal that

not all communities are benefiting
equally from prevention or treatment
opportunities. Persistent inequities
are often rooted in complex non-
medical drivers of health, including
differences in insurance coverage,
neighborhood conditions, language
barriers, cultural competency of
healthcare providers, and underlying
systemic biases. Addressing these root
causes is imperative for states aiming
to strengthen their overall health
resilience and their ability to respond

collectively to emergencies.

For example, if preventable diseases
disproportionately affect Black or
Hispanic populations in a state,

this suggests that the public health
infrastructure and outreach efforts may
not be reaching or resonating with these
communities. Similarly, if treatable
conditions are more lethal for American
Indian /Alaska Native (AI/AN) or Asian
American, Native Hawaiian, and Pacific
Islander (AANHPI) groups, it may
indicate differences in access to timely,
high-quality medical care. Reducing
these disparities is not only an ethical
imperative but also a practical one,
enhancing a state’s capacity to protect

everyone’s health when crises arise.

Methods of Analysis

For this indicator, TFAH relied on
avoidable mortality data from the

Commonwealth Fund, focusing on:

® Overall Avoidable Mortality Rates
for All Individuals:
Using standardized (age-adjusted)
death rates from both preventable
and healthcare-treatable causes before
age 75, we examined how states
compared.'®! States with significantly
lower rates are those that appear to be
succeeding in both their public health
and clinical interventions. States with
high rates may need to identify gaps in

preventive care or treatment pathways.

® Racial and Ethnic Disparities in
Avoidable Mortality:
The Commonwealth Fund data
also allowed us to assess differences
between the highest and lowest
mortality rates across major racial and
ethnic groups.'® We analyzed the data
to highlight states with particularly
large or small gaps.

Results: Patterns Across States

An analysis of avoidable mortality
reveals distinct patterns in both overall
rates and racial /ethnic disparities
across the nation. Some states excel at
minimizing preventable and treatable
deaths before age 75, while others
struggle. Adding complexity, states
that perform well overall sometimes
exhibit large racial and ethnic gaps,
and conversely, states with high overall
mortality sometimes have relatively
narrow disparities. Several key themes

emerge from the data.

Overall Avoidable Death Rates

States like Massachusetts (222 per
100,000 people), Minnesota (230 per
100,000 people), and Hawaii (230
per 100,000 people) lead the nation
with the lowest avoidable mortality.
Their success likely stems from strong

public health efforts, accessible primary



care, and effective treatment services.
These states experience fewer missed
opportunities in preventing and

managing disease.

At the other end of the spectrum,
Mississippi (519 per 100,000 people),
West Virginia (493 per 100,000
people), and Oklahoma (460 per
100,000 people) have the highest
avoidable death rates. These states often
contend with higher chronic disease
burdens, socioeconomic barriers, and

limited healthcare access.

Northeastern states generally fare better,
possibly due to more robust health
coverage, stronger infrastructure,

and larger or more stable public

health investments. In contrast, many
Southern states lag behind, reflecting
deep-rooted socioeconomic factors,
including higher poverty rates, lower
educational attainment, and more
limited healthcare access. These
interrelated conditions impede
improvements in overall mortality,
leading to substantial disparities. Other
regions show more moderate overall
performance but harbor significant
internal inequities, demonstrating

that strong aggregate results can

mask pockets of disadvantage and

the persistent influence of social
determinants of health on community

outcomes.

Racial and Ethnic Disparities

The data reveal a common pattern:
within states, Black Americans and Al/
AN populations frequently experience
the highest avoidable mortality rates. In
addition, although there are variations
between AANHPI communities,
AANHPI communities often have the

lowest. Disparities can be stark. For

example, in South Dakota, Wyoming,
and North Dakota, the difference
between the states’ highest (AI/AN)
and lowest (AANHPI) mortality rates
ranges from 946 to 1,192 per 100,000,

reflecting significant inequities.

In contrast, Hawaii (106), New
Hampshire (185), and Rhode Island
(192) show some of the smallest racial /
ethnic gaps when comparing each
state’s highest- and lowest-risk groups,
indicating that preventive measures,
screenings, and treatments are reaching

populations more evenly.

Yet not all high-performing states on
overall mortality also achieve equity.

For instance, Minnesota has one of

the lowest overall rates but one of the
largest gaps between population groups.
Similarly, Nebraska, North Dakota,
and Montana combine relatively low
overall rates with significant inequities,
which disproportionately impact Al/
AN communities. Low overall rates,
therefore, do not automatically translate
into equity, underscoring the need for

more targeted interventions in states that

are otherwise leaders in health outcomes.

Conversely, some states have high
overall mortality but smaller disparities.
Georgia, Louisiana, and Arkansas,
despite higher-than-average overall
rates, show narrower gaps than might
be expected, suggesting that health
challenges are more evenly distributed.
This implies that broad interventions
might lift all groups rather than
needing highly targeted approaches.

A few states excel in both dimensions.
Massachusetts, Hawaii, and New
Hampshire maintain low overall
mortality and relatively small gaps.

Their strong outcomes across the board
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indicate robust, well-integrated systems
that emphasize access, quality, and
equality. Such systems are likely to be
more resilient in times of public health
emergencies, capable of protecting all

populations effectively.

At the opposite extreme, states like
West Virginia and Mississippi struggle
with both high avoidable mortality
and large disparities, signaling deep
systemic issues—economic hardship,
workforce shortages, rural healthcare
infrastructure weaknesses, insufficient
preventive programs, and a lack of
culturally tailored interventions.
Addressing these root causes will be
essential to improving everyday health

outcomes and bolstering preparedness.

Other Insights
About 70-75 percent of total avoidable

mortality stems from preventable
causes, underscoring the importance
of upstream interventions. Improving
health behaviors, reducing injuries,
ensuring robust vaccination programs,
mitigating environmental hazards, and
controlling infectious diseases can yield
substantial gains. Addressing these root
causes may help states lower overall
death rates and reduce disparities, thus

creating a healthier baseline.

Treatable causes, while fewer, still
matter. Ensuring timely screening,
effective chronic disease management,
and high-quality treatment helps avert
premature mortality from conditions

that medical care can address.

Toward Continuous Improvement

Improving avoidable mortality rates
and reducing disparities requires a

multifaceted strategy. States may need to:

® Invest in public health
infrastructure, including surveillance
systems, workforce development, and

community outreach.

® Encourage cross-sector partnerships,
involving healthcare providers, schools,
faith-based organizations, employers,
and local leaders in public health

planning and emergency preparedness.

o Strengthen primary care networks
and access to care to ensure that
screenings and early interventions are

widely available.

¢ Expand insurance coverage
and remove financial barriers,
ensuring that cost does not deter
individuals from seeking preventive

or therapeutic services.

® Enhance cultural and linguistic
competency, ensuring that
information and services resonate with

all communities.

® Regularly measure and report
disparities, by race and ethnicity,
geography, income, and other factors,

to guide targeted interventions.

These steps, among others, can gradually
lower avoidable mortality, narrow
inequities, and set the stage for a health
system that not only thrives under
everyday conditions but also demonstrates
resilience and adaptability in the face of

new and unforeseen challenges.



Significance for Public Health
Preparedness

Avoidable mortality, and especially the
patterns of who benefits from existing
healthcare structures and health
drivers and who does not, serves as a
diagnostic tool for identifying gaps in
states’ underlying health infrastructures
and vulnerabilities. States that keep
avoidable mortality low and disparities
narrow have shown they can deliver
preventive care, prompt treatment,
and supportive public health services
in ordinary times. These strengths are
crucial when an unexpected public

health threat emerges.

In an emergency—whether a rapidly
spreading infectious disease, a natural
disaster that disrupts healthcare
facilities, or a bioterrorism event—
states that have already invested in
robust, equitable systems are likely to
respond more swiftly and effectively.
They will be well-positioned for early
detection, contact-tracing, and ensuring
care continuity. They may also face
fewer barriers when engaging diverse
communities, making it more likely that
information about protective measures
and available treatments is both
understood and acted upon. Reducing
language, cultural, and socioeconomic
barriers can foster stronger
relationships with at-risk groups and
encourage higher participation in

preventive interventions.

In contrast, states with high avoidable
mortality and large disparities enter

crises at a disadvantage. If certain

population groups already lack
adequate preventive and treatment
services under normal conditions, these
inequalities will likely intensify under
stress. A novel pathogen or a sudden
environmental emergency will put
added pressure on an already strained
system, potentially leading to higher
casualties, more chaos, and less trust in

public health directives.

Thus, avoidable mortality and its
distribution among groups is intimately
tied to a state’s readiness to handle
unexpected threats. Reducing avoidable
mortality through enhanced prevention
(e.g., robust vaccination campaigns,
effective public health regulations,
injury-prevention programs) and
improved treatment (e.g., timely
screenings, better chronic disease
management, culturally competent
care) lays the groundwork for resilience.
Likewise, closing gaps between

racial and ethnic groups ensures that
protective measures and quality care
reach everyone, bolstering a state’s

capacity to weather crises collectively.

By understanding which states fare well
and which struggle, and by examining
the factors behind these outcomes,
policymakers, healthcare leaders, and
communities can identify effective
strategies that support lower death
rates, more equitable care, and stronger

emergency preparedness.
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TABLE 6: STATES’ AVOIDABLE MORTALITY RATES AND RACIAL/ETHNIC DISPARITIES

Death rates from preventable and treatable causes of death before age 75, by state, including overall avoidable mortality, -
highest and lowest racial/ethnic group rates, and the resulting disparities, 2020-2021.
Death Rate from Treatable Causes  Death Rate from Preventable Causes Total Avoidable Death Rate Rank by Total Avoidable Death Rate -
(per 100,00 people) (per 100,00 people) (per 100,00 people)

Alabama 116 302 418 42 e
Alaska 80 262 342 31 [
Arizona 88 275 363 37 e
Arkansas 135 316 451 48 e
California 76 198 273 17 e
Colorado 67 204 271 15 [
Connecticut 66 182 247 6 [
Delaware 85 233 318 25 [
D.C. 121 311 432 44 [
Florida 86 241 327 28 e
Georgia 105 251 356 36 [
Hawaii 78 152 230 3 [
Idaho 69 199 268 14 e
lllinois 87 212 299 22 [
Indiana 100 267 367 39 [
lowa 82 203 285 21 e
Kansas 92 235 328 29 [
Kentucky 119 325 444 45 e
Louisiana 125 323 449 46 [
Maine 70 212 282 18 e
Maryland 88 214 302 23 [
Massachusetts 59 163 222 1 e
Michigan 99 245 344 32 I
Minnesota 61 169 230 2 e
Mississippi 155 363 519 51 e
Missouri 103 269 372 40 e
Montana 78 246 323 26 e
Nebraska 77 189 266 11 e
Nevada 93 262 356 35 [
New Hampshire 65 173 237 4 [
New Jersey 75 182 258 10 [
New Mexico 95 335 430 43 I
New York 78 190 268 13 [
North Carolina 97 245 342 30 [
North Dakota 77 208 285 20 [
Ohio 100 266 366 38 e
Oklahoma 128 332 460 49 e
Oregon 68 199 267 12 e
Pennsylvania 86 221 307 24 [
Rhode Island 64 189 253 8 e
South Carolina 106 293 399 41 [
South Dakota 85 241 326 27 e
Tennessee 119 330 449 47 [
Texas 98 250 348 33 I
Utah 69 169 238 5 e
Vermont 65 183 249 7 e
Virginia 85 200 285 19 [
Washington 70 185 255 9 e
West Virginia 128 365 493 50 I
Wisconsin 74 199 273 16 e
Wyoming 85 269 354 34 -

Note: “Avoidable” deaths are those that could be prevented through effective public health measures or averted with timely, high-quality healthcare. Data
represent broad racial and ethnic categories and may not reflect variations within these groups. For ranking metrics, lower ranks (e.g., 1, 2, 3) indicate
relatively lower death rates and smaller disparities, while higher ranks reflect poorer outcomes.

Source: Commonwealth Fund analysis of CDC restricted-use Multiple Cause-of-Death files, 2018-2019 and 2020-2021, and U.S. Census Bureau population data.
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TABLE 6: STATES’ AVOIDABLE MORTALITY RATES AND RACIAL/ETHNIC DISPARITIES

- Death rates from preventable and treatable causes of death before age 75, by state, including overall avoidable mortality,

highest and lowest racial/ethnic group rates, and the resulting disparities, 2020-2021.

- Race/Ethnicit;' with Highest Avoidable Race/Ethnicity with Lowest Avoidable Avoidable Death Rate Gap Rank by Avoidable Death Rate Gap
eath Rate Death Rate
| Alabama Black AANHPI 387 21
~ Maska Al/AN Hispanic 568 41
" Arizona Al/AN AANHPI 743 45
| Arkansas Black Al/AN 452 34
| california Black AANHPI 356 17
" colorado Al/AN AANHPI 402 22
~ Connecticut Black AANHPI 299 7
| Delaware Black AANHPI 327 13
 |pxe Black White 603 42
~ Florida Black AANHPI 316 10
 Georgia Black Al/AN 311 9
T Hawaii Al/AN AANHPI 106 1
| idaho Al/AN AANHPI 414 26
" lllinois Black AANHPI 473 37
~Indiana Black AANHPI 426 27
~ lowa Black AANHPI 378 19
| Kansas Black AANHPI 426 28
| HKentucky Black AANHP! 411 24
| Louisiana Black AANHPI 410 23
" Maine Al/AN AANHPI 430 29
| Maryland Black AANHPI 307 8
~ Massachusetts Black AANHPI 211 4
~ Michigan Black AANHPI 506 40
~ Minnesota Al/AN White 784 46
~ Mississippi Al/AN AANHPI 863 47
 Mmissouri Black AANHPI 490 39
~ Montana Al/AN AANHPI 868 48
~ Nebraska Al/AN AANHPI 694 43
" Nevada Black AANHPI 319 12
~ | New Hampshire Black AANHPI 185 2
" New Jersey Black AANHPI 354 16
~ | New Mexico Al/AN AANHPI 722 44
| New York Black AANHPI 293 6
| North Carolina Al/AN AANHPI 371 18
~ | North Dakota Al/AN AANHPI 946 49
~ Onio Black AANHPI 444 32
~ Oklahoma Al/AN AANHPI 463 35
~ Oregon Al/AN AANHP) 328 14
" Pennsylvania Black AANHPI 413 25
" Rhode Island Al/AN AANHPI 192 3
" South Carolina Black AANHPI 379 20
" South Dakota Al/AN AANHPI 1192 51
" Tennessee Black AANHPI 440 31
 Texas Black AANHPI 340 15
 Utan Al/AN White 438 30
~ Vermont Al/AN AANHPI 263 5
| virginia Black AANHPI 316 11
~ Washington Al/AN AANHPI 465 36
~ WestVirginia Black AANHPI 479 38
~ Wisconsin Black AANHPI 446 33
- Wyoming Al/AN AANHPI 1069 50
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TABLE 7: ALL STATES/ALL INDICATORS

Public Health

Nurse Licensure . Emergency Management Public Health : "
Accreditation o " Water Security Paid Time Off
Compact (NLC) Board (PHAB) Accreditation Program (EMAP) Funding
- a a Funding Percent of population who used a Percent of employed
StateN':_%rt;:(')Zites in ﬁcﬁ;;%m%jziy Accredited by EMAP, 2024 change, FY  community water system in violation population who used paid
’ ! 2023-24 of health-based standards, 2023 time off, March 2019-24
Alabama 4 v v t 9% 56%
Alaska v/ { 5% 61%
Arizona 4 v v ! 1% 59%
Arkansas v v v t 3% 52%
California v v { 4% 54%
Colorado 4 v v t 3% 58%
Connecticut v/ v v { 0% 59%
Delaware 4 v v t 4% 58%
D.C. 4 v t 5% 63%
Florida v v v t 1% 53%
Georgia 4 v v t 2% 55%
Hawaii t 0% 57%
Idaho v/ v v t 2% 57%
Illinois v v t 1% 49%
Indiana 4 4 t 1% 49%
lowa v v t 0% 54%
Kansas 4 v v { 2% 59%
Kentucky v v t 5% 54%
Louisiana 4 4 t 18% 54%
Maine v/ v/ { 1% 62%
Maryland v/ v/ v/ l 0% 56%
Massachusetts v/ v v/ t 13% 56%
Michigan v 1 2% 48%
Minnesota v ! 1% 49%
Mississippi v/ v/ t 11% 68%
Missouri 4 v v t 1% 56%
Montana v v/ ) 5% 56%
Nebraska v v t 1% 52%
Nevada v t 0% 52%
New Hampshire Ve t 2% 52%
New Jersey 4 v v i 7% 56%
New Mexico v/ v/ t 5% 57%
New York v v/ t 46% 58%
North Carolina v v v ! 3% 57%
North Dakota 4 v v t 0% 55%
Ohio v/ v v t 5% 56%
Oklahoma v v v { 15% 61%
Oregon v ! 18% 55%
Pennsylvania 4 v v t 2% 52%
Rhode Island 4 v v t 5% 44%
South Carolina 4 v 4 t 6% 49%
South Dakota v t 3% 51%
Tennessee v/ v/ t 5% 53%
Texas v t 4% 63%
Utah v/ v v t 2% 52%
Vermont v v 4 t 0% 56%
Virginia v v t 1% 59%
Washington v/ v v t 1% 58%
West Virginia v/ t 13% 54%
Wisconsin v v v t 4% 52%
Wyoming v ! 9% 53%
51-state average N/A N/A N/A N/A 5% 55%

Note: See “Appendix B: Methodology” for a description of TFAH's data-collection process and scoring details. States with conditional or pending accreditation at the time of data collection were classified as having
accreditation. Some state residents use private drinking-water sources, rather than community water systems. Private sources are not captured by these data. Only regulated contaminants are measured. Paid time
off includes sick leave, vacations, and holidays.
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TABLE 7: ALL STATES/ALL INDICATORS

Seasonal Flu Vaccination Patient Safety Public Health Lab Capacity Avoidable Mortality Perfolll;::ance
Seasonal flu vaccination rate Percentage of hospitals Pyblic health Iab(':ratorigs hada Total avoidable death Avoidable death rate Scoring tier,
for people ages 6 months or with “A” grade, fall 2024 written ;_)Ian fo.r a six- to _elght-week rate (per 100,000),  gap (per 100,000), 2024
older, 2023-24 surge in testing capacity, 2024 2020-21 2020-21

Alabama 38.5 % v 418 387 Middle
Alaska 42.1 29% v 342 568 Low
Arizona 41.1 28% v 363 743 Middle
Arkansas 43.9 20% v 451 452 Middle
California 48.5 45% 273 356 Middle
Colorado 50.8 40% 271 402 High
Connecticut 56 50% v 247 299 High
Delaware 50.3 29% v 318 327 High
D.C. 62.2 20% v 432 603 High
Florida 39.5 37% v 327 316 High
Georgia 41.4 22% v/ 356 311 High
Hawaii 51.1 8% v 230 106 Low
Idaho 379 43% v 268 414 High
lllinois 46.7 29% v 299 473 Middle
Indiana 44 25% v 367 426 Middle
lowa 494 0% v 285 378 Middle
Kansas 46.2 26% v 328 426 Middle
Kentucky 45.1 30% v 444 411 Middle
Louisiana 38.8 37% 4 449 410 Low
Maine 55.6 31% v 282 430 High
Maryland 57.4 27% v 302 307 High
Massachusetts 62.2 29% v 222 211 High
Michigan 47 27% v/ 344 506 Low
Minnesota 51.7 11% v 230 784 Low
Mississippi 33.7 16% v 519 863 Low
Missouri 46.8 20% v 372 490 High
Montana 40.4 33% v/ 323 868 Low
Nebraska 475 20% v 266 694 Middle
Nevada 36.2 30% v 356 319 Low
New Hampshire 55.8 31% v 237 185 High
New Jersey 52.7 46% v/ 258 354 High
New Mexico 50.2 6% 7 430 722 Low
New York 5215 22% v/ 268 293 Middle
North Carolina 48.8 A47% v 342 371 High
North Dakota 45.2 0% v 285 946 Middle
Ohio 46.4 25% v 366 444 High
Oklahoma 40.6 33% v/ 460 463 Middle
Oregon 477 15% v 267 328 Low
Pennsylvania 48.5 41% v 307 413 High
Rhode Island 60.6 44% v 253 192 High
South Carolina 42.8 40% 4 399 3179 Middle
South Dakota 48.7 0% v 326 1192 Low
Tennessee 40.8 38% v 449 440 Middle
Texas 45 35% v 348 340 Middle
Utah 43.5 61% 238 438 High
Vermont 57.2 0% 4 249 263 High
Virginia 52.5 58% v 285 316 High
Washington 51.7 33% v 2615 465 High
West Virginia 44.1 5% v/ 493 479 Low
Wisconsin 48.9 29% v 273 446 High
Wyoming 36.4 11% V4 354 1069 Low
51-state average 47.3 27% N/A 330 467 N/A

The patient safety measure captures only general acute-care hospitals. “Avoidable” deaths are those that could be prevented through effective public health measures or averted with timely,
high-quality health care. The avoidable mortality rate gap reflects the difference between the racial/ethnic group in a state with the highest rate of premature deaths from preventable or
treatable causes and the group with the lowest rate.
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SECTION 2:

Ready or Not
2025

Policy Recommendations

The nation’s health security is foundational to the economic security,
health, and well-being of every community. TFAH’s recommendations
for action by policymakers, public health officials, healthcare system
and providers, community leaders, and businesses are intended to
build a nation that is safer, more resilient, and better prepared for
longstanding and emerging health threats.

TFAH based the following policy recommendations on research and
analysis, consultation with experts, and a review of gaps in federal
and state preparedness. These recommendations are directed toward
policymakers at all levels as well as other sectors to improve public
health emergency readiness. They are intended to build a stronger
foundation for responding to a range of public health emergencies.

TFAH’s recommendations cross seven priority areas:

® Priority Area 1: Provide Stable, Flexible, and Sufficient Funding for Domestic and Global
Public Health Security

® Priority Area 2: Ensure Effective Leadership and Coordination

® Priority Area 3: Prevent and Respond to Outbreaks and Pandemics

® Priority Area 4: Build Healthy and Resilient Communities to Strengthen Preparedness
® Priority Area 5: Accelerate Development and Distribution of Medical Countermeasures
® Priority Area 6: Ready the Healthcare System to Respond and Recover

® Priority Area 7: Prepare for Environmental Threats and Extreme Weather

Editor’s note: These recommendations were finalized in February of 2025.



Priority Area 1: Provide Stable, Flexible, and Sufficient Funding for Domestic and Global Public

Health Security

Congress has made impactful
investments in public health
infrastructure, workforce, and data
capabilities over the past five years.
These investments are paying off.
Thanks to funding for CDC’s Data
Modernization, from January 2020
to February 2025, the number of
healthcare facilities using electronic
case reporting to public health
agencies increased from 153 to over
50,000 in all 50 states and three
territories.’®® This automatic exchange
of data significantly reduces staff

time and speeds the detection of

outbreaks.'®* The newly formed CDC
Center for Forecasting and Outbreak
Analytics, which improves response
to public health emergencies by
advancing outbreak-forecasting tools
and techniques, has already helped
advance disease predictions for
COVID-19, measles, Mpox, polio,
and acute pediatric hepatitis.'®
Communities across the country have
filled long-standing vacancies thanks
to investments in the public health
workforce. However, due to funding

cliffs, this progress is at risk.

Building and sustaining public health
preparedness systems require more than
onetime investments. Funding cuts do
not only impact federal agencies, they
affect the health security of every state
and community. More than 80 percent of
CDC’s domestic funding is allocated to
state, local, territorial, and tribal health
departments, academic partners, and
community-based organizations to protect
the nation’s health and contain health
threats. The recommendations below are
critical to sustaining the nation’s defenses

against health emergencies.

RECOMMENDATIONS FOR FEDERAL GOVERNMENT:

® Congress should protect and increase
overall funding for CDC to strengthen
public health and save lives nationwide.
TFAH supports providing sustained,
predictable annual appropriations for CDC
of at least $11.5 billion in FY 2026, with
continued growth in the years that follow.

® Congress and state lawmakers should
ensure continuous improvement of public
health infrastructure. TFAH supports
sustained funding for the people, services,
and systems needed to build foundational
public health capabilities and provide
essential services nationwide. Congress
should enact legislation such as the
Public Health Infrastructure Saves Lives
Act, which would provide ongoing funding
for CDC’s Public Health Infrastructure
Program to ensure health departments
have more effective emergency
responses, faster disease detection, and
continuous progress toward preventing
chronic diseases. In the interim, Congress
should provide at least $1 billion in annual
appropriations for CDC’s Public Health
Infrastructure Grant program, ramping up
to $4.5 billion per year.

® Congress should expand public health
emergency preparedness funding
for state, tribal, local, and territorial
jurisdictions. CDC’s Public Health
Emergency Preparedness (PHEP)
cooperative agreement requires at least
$1 billion per year in the near term.
PHEP has saved lives by building and
maintaining a nationwide public health
emergency management system that
enables communities to prepare for and
rapidly respond to public health threats.
PHEP supports nearly 6,000 state, tribal,
local, and territorial preparedness staff
across the country, including significant
investments in laboratory, medical
countermeasures distribution, and
epidemiological infrastructure.

® Congress should invest in continuous
public health data modernization.
CDC'’s Public Health Data Modernization
is designed to update 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

the effectiveness of related programs.
Investments to date are already yielding
benefits, such as faster case reporting,
improved interoperability with clinical
care systems, and reduced staff hours
needed by both healthcare and public
health workers. The Data: Elemental

to Health campaign estimates at least
$7.84 billion is needed over the next
five years to strengthen public health
data collection and reporting at the
state and local levels.'8®

® Congress should increase overall
funding for the Administration
for Strategic Preparedness and
Response (ASPR). Increasing ASPR’s
base budget would enable a more
effective preparedness and response
infrastructure at the agency. In addition
to key preparedness program and policy
work, ASPR deploys response teams for
a range of emergencies—from wildfires to
overrun hospitals—but receives limited
funding to both prepare and respond.
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® Congress should create a Health Defense
Operations budget designation to exempt
health defense programs central to health
security from the annual discretionary
budget allocations and to ensure these
critical activities receive the sustainable
resources necessary to secure Americans’
health, economic, and national security.
The biodefense exemptions would include
programs such as PHEP, the Hospital
Preparedness Program, the Strategic
National Stockpile, and other critical
programs. Budget caps and competing
priorities in the nondefense discretionary
budget category continue to constrain
annual discretionary appropriations,
making it nearly impossible to invest in
medium- to long-term health defense.

® Policymakers at all levels should expand
strategies to recruit, train, and retain
public health personnel at all levels.
Federal, state, and local governments
must prioritize recruitment and retention
of the health security workforce, including
addressing barriers to hiring. Congress
can build the public health workforce by
expanding CDC’s Public Health Workforce
line, which includes programs that embed
professionals into state, tribal, local,
territorial health agencies. Congress should
also add $100 million per year for Public
Health AmeriCorps, which faces a funding
cliff that will effectively end the program.
The program has successfully recruited
and trained future public health leaders
to address health needs in rural, urban,
and tribal underserved communities.
Congress should also support recruitment
and retention of the workforce by funding
the Health Resources and Services
Administration’s Public Health Workforce
Loan Repayment Program. The U.S.
Department of Education and the U.S.
Department of the Treasury should expand
student loan repayment and forgiveness
programs for public health workers,
including current public health workers.

® Congress should accelerate emergency
response through existing crisis-
response mechanisms and faster, flexible
supplemental funding. In addition to stable
core funding, the federal government
needs readily available funds on hand to
enable a rapid response while Congress
assesses the necessity for supplemental
funding. Congress should continue a no-
year infusion of funds into the Public Health
Emergency Rapid Response Fund and/or
the Infectious Diseases Rapid Response
Reserve Fund to serve as available funding
that may provide a temporary bridge
between preparedness and supplemental
emergency funds. Congress should also
pass emergency supplemental funding
quickly and allow sufficient flexibility in such
funding so awardees can leverage funds for
overlapping emergencies.

® Congress and the executive branch
should demonstrate a long-term,
sustainable commitment to global health
security by implementing the global health
security goals laid out in the National
Biodefense Strategy and the U.S. Global
Health Security Strategy. The United
States should advance U.S. health and
national security interests by rebuilding
partnerships with international bodies,
such as the World Health Organization
(WHO), while working with partner
countries to strengthen core public health
capabilities. Congress should solidify
America’s role as a global health leader
by committing sufficient resources to
proven initiatives, such as CDC’s Global
Public Health Protection program, the
Field Epidemiology Training and Global
Laboratory Leadership Programme, Public
Health Emergency Operations Centers,
and National Public Health Institutes.
Congress should fund and CDC should
implement the modernization of the U.S.
port health system, including information
technology systems, port health stations,
and traveler engagement and information.



Priority Area 2: Ensure Effective Leadership and Coordination

Safeguarding the health of communities
during emergencies is a core
responsibility of public health and

its partners at all levels. The U.S.
Constitution sets a framework for the
federal government and states to protect
the health of communities and to take
actions to stop the spread of infectious
diseases into the United States.'$7!1%
Recently, some state legislatures have
acted to restrict the authority of health
officials to respond to an emergency—
limiting, for example, the ability to issue
emergency orders (even when they are
reviewable by the courts), making it more
difficult for states and localities to control
outbreaks."™ In addition, some proposals
to divide federal agencies by function

or eliminate operating divisions would

make it much more difficult to respond
effectively to disasters and outbreaks. As
eight former CDC directors, who served
in both Republican and Democratic
administrations, recently stated, “Limiting
our health defense to just some threats
would be like allowing our military to
protect us from only some types of attack,
telling the National Weather Service to
warn people about tornadoes but not
hurricanes, or allowing doctors to treat

only some diseases.”'"

Policymakers at all levels must
continue to shore up the leadership,
coordination, and legal authorities of
the agencies tasked with protecting the
nation against health threats and must

work to earn the trust of its residents.

RECOMMENDATIONS FOR FEDERAL, STATE, AND LOCAL GOVERNMENT:

® Congress should reauthorize the
Pandemic and All-Hazards Preparedness
Act (PAHPA). PAHPA provides the
statutory framework for the nation’s
health emergency enterprise, including
public health and healthcare-readiness
grants, medical countermeasures
research and development, and
situational awareness. Congress should
leverage the opportunity to enact
legislation to transform and modernize
preparedness efforts through the
provisions described below. Congress
should avoid using PAHPA as a vehicle for
weakening federal health authorities.

® The White House should maintain
coordination and leadership around
public health emergencies and
biodefense. Given the threat of bird flu,
Ebola, and other global events, the White
House should preserve the Office of
Pandemic Preparedness and Response
Policy to ensure permanent public health
security leadership in the White House

to advise the president and coordinate
interagency activities around biodefense.

® The Administration and Congress
should ensure federal health operating
agencies have the workforce,
expertise, and resources needed to
protect the nation’s health. Proposals
to fundamentally alter federal health
agencies are detrimental to promoting
and protecting the public’s health during
emergencies and would be an inefficient
use of taxpayer dollars. These proposals
would create needless divisions across
programs that typically work together in
emergency responses.

® The Administration should protect
the scientific integrity of public
health agencies and leaders. The U.S.
Department of Health and Human Services
(HHS) should finalize and implement
its updated Scientific Integrity Policy to
ensure the independence, transparency,
and accountability of scientific processes
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across the agency. The Administration
and public health agencies should make
policy decisions based on the best
available science, with collaboration from
public health experts in communication
and policy, to support transparent, clear,
actionable, and options-based guidance.

® HHS agencies should continue to
prioritize the development of public health
guidance that is timely, rooted in science,
and easy to understand and implement.
During emerging health threats, HHS
agencies should clarify that guidance is
based on the best available information
and therefore will need to adapt as more
evidence becomes known. Guidance may
need to be adapted to different regions and
audiences, including tribes and territories.

® Congress should enact the
Improving Data Accessibility Through
Advancements (DATA) in Public Health
Act to strengthen and streamline public
health data reporting. The legislation
would establish uniform standards for
sharing public health data and allow HHS
to strengthen data-sharing processes
between public and private health entities.
Such legislation updates archaic health
data-sharing standards while ensuring
confidentiality of data.

® Congress and the Administration should
ensure timely, complete, disaggregated
demographic data collection and
reporting, including during public health
emergencies. Complete, disaggregated
public health data as outlined in
Statistical Policy Directive No. 15:
Standards on Maintaining, Collecting,
and Presenting Federal Data on Race
and Ethnicity, are vital to effective public
health preparedness and response. HHS
and public health departments should
build on progress thus far to ensure
demographic data disaggregation are
central to data-modernization efforts,
including prioritizing funding for under-
resourced communities, educating and

working with patients and providers,
and ensuring sustained community
engagement in decisions around public
health data-system design and use.*®*

® Lawmakers and courts should reject
laws that weaken or preempt public
health authorities, which could threaten
such basic public health protections as
outbreak detection, vaccination, and
response. To fulfill their core functions,
public health agencies need the authority
to act effectively and efficiently to support
the public’s health, including by collecting
data to inform policy; administering
programs and services, such as those that
help to reduce the spread of disease; and
investigating and controlling the spread
of disease through testing, tracing, and
other effective measures.**2 Courts should
strive to support public health authorities
by continuing to uphold laws and policies
that are reasonably related to public health
and safety and that properly balance the
common good against constitutionally
guaranteed individual rights.

® Congress and HHS should invest in
and prioritize effective and accurate
public health communications. Agency
communications with the public regarding
health issues should be timely, clear,
credible, and actionable by different
audiences. Public health communications
funding should include research into
best practices for different audiences,
creating mechanisms for effectively
engaging and listening to communities,
incorporating communications into
planning and response, and modernizing
communication channels. HHS and
its agencies should engage with and
provide resources to a diverse group
of community partners and maintain a
trusted messenger network to research
and test effective messaging, counter
and prevent intentional or unintentional
false information, assist in message
development, and conduct outreach.



Priority Area 3: Prevent and Respond to Outbreaks and Pandemics

Protecting Americans from infectious
disease outbreaks—through cleaner
water and food, sanitation, improved
disease detection and testing, and
vaccination—are among the most
impactful public health achievements
of the 20th century.'"*'** In fact, these
advances contributed to a sharp
decline in infant and child mortality

and a nearly 30-year increase in life

expectancy over the century.'” However,
outbreaks of measles and other highly
contagious infections, lower rates of
childhood vaccination, and the looming
threat of H5N1 bird flu demonstrate
that the nation cannot let its guard
down. The only way to stay ahead of
outbreaks is to shore up prevention,
detection, and response capacities

across the country.

RECOMMENDATIONS FOR FEDERAL AND STATE GOVERNMENT AND

HEALTHCARE:

® Congress should support CDC’s National
Immunization Programs. Congress
should provide significant increases
for CDC’s National Immunization
Programs to support immunization
infrastructure, outbreak response, and
vaccine delivery across the country.
The Immunization Program supports
state, local, and territorial immunization
systems to increase vaccination rates
among uninsured and underinsured
adults and children as well as to respond
to outbreaks of vaccine-preventable
diseases. However, the growing number
of outbreaks and increasing costs of
immunizations means states have less
money to support these efforts. Increased
funding would enable jurisdictions to
better respond to outbreaks, educate the
public, target populations experiencing
worse outcomes, improve vaccine
confidence, establish partnerships with
trusted messengers, and operate data
systems. Congress should also increase
annual funding to study and address the
causes of vaccine hesitance and improve
communications and engagement.

® Congress should enact legislation to
ensure access to vaccines for uninsured
and underinsured adults. Uninsured and
underinsured adults still face barriers to

vaccination. A recent study found that
adult vaccines could return up to 19
times their initial investment in health and
economic benefits.**® Congress should
enact legislation to authorize a permanent
program to enable all uninsured and
underinsured adults to have access to
recommended vaccines at no cost.

® HHS, states, and healthcare systems

should enable universal childhood
vaccinations and increased vaccination
of healthcare workers. States should
enact, protect, or strengthen policies
that enable universal childhood
vaccinations to ensure children, school
personnel, and the public are protected
from vaccine-preventable diseases.
Healthcare personnel should receive all
Advisory Committee on Immunization
Practices-recommended vaccinations
to protect staff and patients and to
achieve necessary healthcare infection
control. Healthcare facilities should
ensure access to and education about
vaccines for all staff and contractors, and
they should remove any barriers to staff
receiving vaccines. HHS should ensure
that information shared with the public
regarding vaccines remains rooted in the
best available scientific evidence.
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® Congress should enable next-generation
detection and forecasting of pathogens.
Congress should continue funding for
CDC’s modernized outbreak-detection
capabilities, including sustainable
support for expanded wastewater
surveillance for infectious diseases and
the national infrastructure for genomic
sequencing through the Advanced
Molecular Detection Program. Congress
should continue funding for the Center
for Forecasting and Outbreak Analytics.
Congress should also continue to invest
in core infectious disease-detection
capabilities across the country through
the Epidemiology and Laboratory
Capacity program.

® Congress should take significant steps
to address antimicrobial resistance
(AMR). Public-private partnership in drug,
diagnostic, and vaccine development and
antimicrobial stewardship is imperative.
Congress should enact a new financing
mechanism for novel antimicrobials that
delinks payment from volume used in
order to drive sustainable innovation.
Congress should also provide resources
to antimicrobial stewardship programs
in healthcare facilities. Congress should
increase funding for HHS initiatives to
combat antimicrobial resistance through
increased support for CDC’s Antimicrobial
Resistance Solutions Initiative, which
funds Healthcare Associated Infection
& Antimicrobial Resistance Programs,
the Antimicrobial Resistance Laboratory
Network, and global AMR and infection-
prevention and -control programs.

® Centers for Medicare & Medicaid
Services (CMS), CDC, and other
healthcare entities should improve
infection prevention and decrease
inappropriate use of antibiotics and
antifungals by implementing infection-
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prevention and -control efforts and
bolstering antibiotic stewardship and
use reporting. CMS should enforce
infection-prevention efforts and
stewardship requirements for hospitals
and long-term care facilities and work
with public health stakeholders to track
progress in healthcare-associated
infections, antibiotic and antifungal
prescribing rates, and resistance
patterns.'®” CMS and CDC should

work with healthcare, public health,
professional societies, and patient
advocates to develop improvements

to the current infection-prevention

and -control efforts and to promote
Condition of Participation programs,
such as by creating staffing standards
to ensure that infection-prevention and
stewardship programs are sufficiently
resourced to meet their goals. CMS
should also advance policies to improve
outpatient antibiotic prescribing, such
as through quality measures and value-

based reimbursement programs. All
relevant facilities must improve their
reporting of infections and antimicrobial
use and resistance through the National
Healthcare Safety Network, adopt
stewardship programs that meet CDC’s
Core Elements, and improve healthcare
worker training on infection-prevention
and -control efforts and the importance
of the appropriate use of antibiotics and
antifungals across healthcare settings.1%®

® Congress should create a national

standard requiring employers to provide
job-protected paid sick, family, and
medical leave for all employees, including
for taking care of a sick family member or
staying home when sick themselves. Paid
sick leave has public health benefits, such
as reducing the risk of spreading infections
among employees and customers, while
paid family leave is proven to improve
maternal and child health.199200



Priority Area 4: Build Healthy and Resilient Communities to Strengthen Preparedness

Some communities and populations
are at higher risk of negative health
outcomes from outbreaks and disasters
because of age, high rates of chronic
disease, socioeconomic and health

disparities, mental health conditions,

and other factors. Emergencies can also
exacerbate chronic health conditions
and mental health concerns due to
disaster-related stress, interruption of
care, poor nutrition and hydration, and

exposure to environmental hazards.?"!

Keeping people healthier in the first
place and engaging community groups
in emergency planning will contribute
to more resilient populations during

health emergencies.

RECOMMENDATIONS FOR FEDERAL, STATE, AND LOCAL GOVERNMENT AND COMMUNITY LEADERS:

® Congress, agencies at all levels of
government, and their grantees should
plan with communities, rather than
for them, and provide resources and
technical assistance to community-based
organizations to enhance resilience
before, during, and after an event. All
sectors involved in emergency planning
and response must conduct meaningful
engagement, partnerships, and listening
efforts and work together to identify and
plan with communities at higher risk of
health impacts during an emergency,
such as older adults, people living in
rural or underserved areas, people
with disabilities, people experiencing
homelessness, organizations that serve
youth, and individuals with chronic health
conditions. These efforts should include
direct resources to community-based
organizations and community health
networks that work with groups that bear a
disproportionate risk during emergencies.
Doing so will help ensure emergency plans,
procedures, communications strategies,
and evacuation shelters meet the needs of
all in the community.

® Congress should invest in the capacity
to address the non-medical drivers of
health. People at highest risk during
disasters and those who have the hardest
time recovering are often those with
unstable or unhealthy housing, those
with limited access to transportation,
and those who live in low-socioeconomic-
status communities.?°? Addressing these

non-medical factors, sometimes called
social determinants of health (SDOH), can
improve community resilience. Congress
should ensure that CDC is able to continue
its research and incorporate best practices
related to non-medical drivers into its
preparedness, infectious and chronic
disease work. The Centers for Medicare

& Medicaid Services should continue

to support state efforts to address
beneficiaries’ health-related social needs.

o All levels of government should adopt
strategies and accountability metrics to
incorporate community resilience and
health into preparedness, including HHS,
CDC, state, local, tribal, and territorial
governments should build up internal
infrastructure to reduce disparities in
emergency responses by:

® |dentifying a leadership role in the
emergency operations center and/
or incident command structure for all-
hazards events focused on community
resilience and health.

® Developing and disseminating
communications materials that are
culturally and linguistically tailored; and
to collect and leverage data to identify
unigue community assets and measures
of well-being before and during events.

® HHS should increase transparency of
its progress on the recommendations
of the National Advisory Committee
on Children and Disasters, National
Advisory Committee on Individuals

with Disabilities and Disasters, and
National Advisory Committee on Seniors
and Disasters. The federal government
should formally respond to the Advisory
Committees’ recommendations (where
possible), including an explanation of how
the government plans to implement the
recommendations and, if not, what the
barriers to implementation are.

® Jurisdictions, CMS, and the Substance
Abuse and Mental Health Services
Administration (SAMHSA) should
address mental health and substance
use gaps, bolster crisis resources, and
incorporate mental health first-aid and
treatment access into disaster response
and recovery strategies. All jurisdictions
should assess existing mental health
and substance use resources and
gaps before the next emergency,
strengthen partnerships across sectors,
and incorporate these assets into
preparedness planning. CMS and other
policymakers must consider in advance
what waivers may be needed to ensure
continuity of care for people in treatment.
SAMHSA can bolster preparedness efforts
by increasing research and monitoring
of disaster behavioral health issues,
the impact of climate emergencies and
extreme weather on behavioral health,
and effective post-disaster interventions.

For additional discussion of strengthening
the prevention of alcohol, drug, and suicide
deaths, see TFAH’s Pain in the Nation
report series.
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Priority Area 5: Accelerate Development and Distribution of Medical Countermeasures

Effective medical countermeasures
(MCM) enterprises have the power to
disarm future chemical, biological,
radiological, and nuclear threats.
Public-private partnership is essential
to protecting lives against high-

consequence events. Policymakers

must continue to support American
innovation in this space, so the
country is equipped to protect
health and economic security during
future emergencies. The United
States has achieved notable progress

in MCM research, development,

and procurement, but the system

is precarious without sustained
investment. The success of the

MCM system depends on continual
support from initial research through

distribution and dispensing.

RECOMMENDATIONS FOR FEDERAL GOVERNMENT AND PRIVATE-SECTOR PARTNERS:

® Congress should invest in MCM
research, development, stockpiling, and
distribution for a range of pathogens
as well as for threat-agnostic products.
Supporting the entire public health
emergency MCM enterprise—from seed
research to distribution—across HHS is
needed to neutralize the risk of known
and unknown health threats. Congress
should provide additional funding for
ASPR to address emerging infectious
diseases, which remain a serious threat
to human health. The United States
should continue to grow its investment
in innovative, flexible technologies,
products, and platforms that will enable
faster production of items for a range
of threats, rather than only focusing on
products for a single pathogen.

® HHS should continue to improve the
Public Health Emergency Management
Countermeasure Enterprise leadership
and transparency. ASPR should continue
to ensure coordinated, aligned, and
transparent MCM activities across
HHS and other relevant agencies and
with private-sector, public health, and
academic partners. These activities
should include regular interagency
meetings; engagement with private-
sector and nonprofit supply-chain
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partners; improved transparency and
coordination with state, local, tribal, and
territorial agencies; and collaborative
long-term planning and evaluation. HHS
should clarify roles and responsibilities
for supply-chain management in
consultation with private-sector and
public health partners, and it should
develop and disseminate best practices
for supply management.2°3

® Congress should provide ASPR
additional contracting authorities,
similar to those of the U.S. Department
of Defense, to enable the agency to
quickly procure supplies needed for
public health security.

® Congress should pass the Protecting
America from Seasonal and Pandemic
Influenza Act to strengthen the pipeline
of influenza vaccines, diagnostics,
and therapeutics. The comprehensive
authorizing bill would implement and
build on the National Influenza Vaccine
Modernization Strategy. The bill
would take steps to speed up vaccine
development, support immunization
information systems, strengthen the
supply chain for these products, and
authorize sustainable funding for the
federal influenza ecosystem.

® HHS should improve MCM guidance,
communications, and dispensing for
groups at higher risk of health impacts
during an event. HHS should consult
with experts and work with healthcare
professionals and state, local, tribal, and
territorial public health partners to develop
standardized guidance for dispensing
MCMs to groups such as infants, children,
pregnant and postpartum people, older
adults, people with disabilities, and people
who are homebound. HHS and state,
local, tribal, and territorial agencies should
leverage public-private partnerships for
communications as well as for dispensing
and administering MCM, especially to
communities at disproportionate risk.
Communities need to be engaged before
an outbreak or event to ensure their
understanding of the risks, benefits, and
distribution challenges of introducing
a medical product to a large portion of
the population and ultimately improving
acceptance and access to MCMs. It is
important to provide clear and accurate
guidance to the public in multiple formats
and languages, via trusted sources and
multiple communications channels,
including formats that are accessible to
people with low literacy and/or hearing or
vision loss.



Priority Area 6: Ready the Healthcare System to Respond and Recover

Ensuring the healthcare system is
equipped to continue care during
emergencies is a significant challenge,
compounding the strain healthcare
facilities face every day. Workforce
shortages and hospital closures are
disrupting how people receive care,
especially in rural and underserved

areas. Add in a natural disaster, severe

respiratory virus season, or serious
disease outbreak, and many healthcare
facilities are unable to endure. Health
system readiness is an essential element
of health security and recovery.
Readiness benefits the healthcare
systems, their patients and staff, and the

communities they serve.

RECOMMENDATIONS FOR FEDERAL GOVERNMENT AND HEALTHCARE:

® Congress should fortify the emergency
readiness of the healthcare delivery
system by increasing its investment in
ASPR’s Health Care Readiness programs.
The portfolio of programs includes the
Hospital Preparedness Program, Regional
Disaster Health Response System, and
National Special Pathogen System. The
programs receive less than $250 million
in annual funding to support the readiness
of the nation’s healthcare delivery system;
even so, they have helped save lives
during disasters across the country.

® ASPR should strengthen requirements
under the Hospital Preparedness
Program to include crisis standards-
of-care planning and mandate that
hospital participants complete a
Pediatric Readiness Assessment, as
recommended by the National Advisory
Committee on Children and Disasters.

® Congress and HHS should create
incentives and ramifications to build
sustainable preparedness and surge
capacity across healthcare systems.
In addition to strengthening existing
systems, Congress and HHS should
consider long-term sustainability for
building healthcare readiness across
the system, including meaningful
incentives and disincentives for sustained
preparedness, specialized care, and

surge capacity. Congress and HHS should
also consider an external self-regulatory
body—in alignment with federal policy
goals—that would set, validate, and
enforce standards for healthcare facility
readiness, stratified by facility type, with
authority for financial ramifications.?%*

® The Assistant Secretary for Technology
Policy and Office of National Coordinator
for Health Information Technology
(ASTP/ONC) should advance additional
rules that promote efficient and timely
data exchange between healthcare
and public health to improve the ability
of public health agencies to respond
to threats. New rules may include a
certification program for public health
tools and products that support
standards-based data exchange and
should work to ensure that public health
has the resources and time needed to
meet certification requirements.

® Emergency management, public
health, and healthcare leaders should
work together to integrate healthcare
delivery into emergency preparedness
and response. All jurisdictions should
continue to increase engagement and
integration of the healthcare sector into
emergency planning and responses,
including plugging healthcare coalitions
and other entities representing private
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healthcare and the healthcare supply
chain into emergency planning and
response and incident command. Health
systems, healthcare coalitions, and
public health should develop memoranda
of understanding ahead of disasters to
improve situational awareness across
healthcare and to enable movement

of patients, personnel, and supplies.
Private-sector healthcare leadership
should prioritize preparedness by
supporting meaningful participation in
healthcare coalitions, trainings, workforce
protections, regular exercises, drills for

a range of disasters, and detection and
reporting for emerging threats.

o States should strengthen policies
regarding disaster healthcare
delivery, surge capacity, and crisis
standards of care. States should review
credentialing standards to ensure
healthcare facilities can call on providers
from outside their states, and health
systems should ensure they can receive
outside providers quickly during a
surge response. To promote healthcare
readiness and ease the ability to surge
care and services, states should adopt
policies such as the NLC, the Interstate
Medical Licensure Compact, the

Recognition of EMS Personnel Licensure

Interstate CompAct,2°° the Uniform
Emergency Volunteer Health Practitioners
Act,?°¢ emergency prescription refill

laws and protocols, and implementation
and education of providers regarding
crisis standards-of-care guidelines.2°7:208
State and healthcare leaders must take
crisis standards-of-care planning and
implementation seriously and ensure
transparency for healthcare providers
who must make decisions in constrained
conditions. Jurisdictions must ensure
equitable application of crisis standards
of care so as not to create or exacerbate
disparities.

® Congress and state lawmakers should
continue to expand access to and improve
the affordability of health insurance.
Doing so includes extending marketplace
subsidies that are set to expire after
2025 and supporting incentives for the
expansion of Medicaid in remaining states.

® Should federal courts overturn part or all
of the Affordable Care Act’s preventive-
services requirements, Congress should
act quickly to restore coverage of such
services without cost-sharing. A court
ruling could disrupt access to life-saving
preventive services, such as vaccines, to
millions of Americans.




Priority Area 7: Prepare for Environmental Threats and

Extreme Weather

Environmental hazards pose significant
and growing threats to human health.
Whether exposure to wildfire smoke

in the western United States, water

and food safety issues resulting from
Hurricane Helene, or a chemical fire
in Georgia, states across the country

worked across agencies, with federal

partners, and across sectors to keep their
residents safe in 2024. Environmental
health involves detecting and protecting
people from hazardous conditions in

air, water, food, and other settings, and it
is therefore a critical component of the

nation’s health security.

RECOMMENDATIONS FOR FEDERAL AND STATE GOVERNMENT:

® Congress should support nationwide
efforts to protect against environmental
and climate-related health threats
through CDC’s National Center for
Environmental Health (NCEH). NCEH
safeguards the health of people across
the country from environmental hazards
such as lead poisoning, chemical and
radiological hazards, and extreme
weather, but limited funding prevents
lifesaving programs from reaching all
states. Congress should provide sufficient
funding for NCEH programs to reach all
states and territories.

® Congress should also increase funding
to extend CDC’s National Environmental
Public Health Tracking Program to every
state. The network helps states collect
key data around environmental health
threats and target interventions to save
lives. The Tracking 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.

® Congress should expand the ability of
the Agency for Toxic Substances and
Disease Registry (ATSDR) to respond to
emergencies. Congress should provide
at least $100 million in funding for ATSDR
in the near term. ATSDR'’s expertise and
ability to respond around the clock have
been critical in addressing chemical
incidents through Assessment of Chemical
Exposures (ACE), including events like the
East Palestine, Ohio, train derailment, and
Red Hill jet-fuel leak. ATSDR capabilities
are also utilized in other environmental
incidents such as Canadian wildfire smoke
and contamination from PFAS. ATSDR
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.

® Congress and the Administration should
ensure there is an HHS office focused
on addressing climate-related health
impacts. The office would coordinate and
align efforts across the agency to develop
community and health sector resilience
against environmental events, particularly
within populations and geographic regions
that are disproportionately impacted.
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® Congress and the Administration should
support interagency efforts to address
the impact of extreme heat on health.
The burden of extreme heat is not
evenly distributed across populations;
older adults, young children, pregnant
people, individuals with chronic and
mental health conditions, people with
disabilities, people with low incomes,
people who work outdoors, people who
are unhoused, and some communities
of color face the most risk. Extreme heat
can also be a significant contributor to
severe maternal morbidity and is the
leading cause of weather-related death
in the United States.2°® Congress should
sustain funding for multiagency efforts to
address the health impacts of extreme
heat, including the National Integrated
Heat Health Information System.

® The White House, EPA, and federal
partners should take steps to improve
indoor and outdoor air quality. Poor
indoor air quality is a significant
environmental health risk, one that is
exacerbated during emergencies like
wildfires and extreme heat events,?'° and
drives the spread of transmission of many
infectious diseases.?'! Yet, healthy indoor
air quality is not well-defined and is largely
unregulated.?*2 The EPA, in collaboration
with CDC, the National Institute for
Occupational Safety and Health, and
other relevant federal agencies, should
establish guidelines for indoor air quality
in public buildings and schools and
provide incentives for retrofitting existing
buildings. The administration should
also protect, enforce, and strengthen the
Clean Air Act, in particular the National

Ambient Air Quality Standards, which
place national limits on pollutants

such as particulate matter (soot) and
ozone (smog). The EPA should protect
particulate-matter standards from legal
challenges and continue to build on this
progress to protect public health.

® The Administration and Congress should
protect and strengthen the Clean
Water Rule to safeguard clean water
for all U.S. residents. The rule includes
measures to ensure a safe water supply,
such as by addressing the ongoing
problem of lead, PFAS, and algal toxins in
drinking water; taking steps to reduce the
potential for waterborne illnesses; and
increasing protection against potential
acts of terrorism on America’s drinking
and agricultural water systems.

® Every state should develop a
comprehensive climate vulnerability
assessment and adaptation plan,
integrating public health in line with
CDC’s Building Resilience Against
Climate Effects (BRACE) framework. The
BRACE framework can help jurisdictions
identify likely climate-related health
impacts, as well as populations and
locations at high risk of these health
impacts, and it can help jurisdictions
create and implement adaptation plans.
State and local public health officials
should also weave environmental health
considerations into their emergency
operations planning and incident
command systems. As interventions are
put into practice, continuous evaluation
and quality improvement should be
prioritized to ensure their effectiveness.



APPENDIX A:

Year in Review: An Overview Ready or Not

of 2024’s Major Public Health 245245}

Emergencies, Threats, Reports,

and Strategies

Food Safety
According to the FDA, through October,

nearly 1,200 food products were recalled
for the year. In 2023 over 2,000 food
recalls took place.?"® Food products
recalled due to E-coli outbreaks included
organic carrots, onions, organic walnuts,
raw cheese, and ground beef.?* During

the year, salmonella outbreaks linked to

Environmental Hazards
PFAS

Data collected by the EPA found that
approximately 143 million people in
communities across the United States
used drinking water that tested positive
for Per- and polyfluoroalkyl (PFAS),
so called “forever chemicals.”*” More
needs to be learned about the health
effects of PFAS exposure. Current
data suggests links between exposure
to PFAS and increased cholesterol,
changes in liver enzymes, some
cancers, and pregnancy-induced

hypertension and preeclampsia.?'®

Chemical Fire

In September, a massive fire broke
out at a chemical plant in Conyers,
Georgia, resulting in plumes of toxic
smoke containing chlorine and other

hazardous substances.?!”

food included eggs, cucumbers, fresh

basil, and charcuterie meats.?'®

CDC estimates that about 48 million
people are sickened every year due
to foodborne illness, about 128,000
are hospitalized, and approximately
3,000 die.?'®

Extreme Weather Events
Drought

As of November, 41 percent of the
United States and Puerto Rico and
nearly 50 percent of the lower 48
states were experiencing drought
conditions.?” Almost 93 percent of
states in the Northeast experienced
abnormal dryness or drought in
October leading to high fire risk and

low reservoir levels.??!

Floods

A record 91 flash-flood emergencies
were issued by the National Weather
Service through October. Scientists
point to the warming planet as the
reason for the extreme rainfall

associated with flash floods.???

In May, the Houston area picked up
nearly two months’ worth of rain in

a single day, leading to widespread
flooding and evacuations. More than
400 people had to be rescued from their

homes.?*
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Extreme Heat

Last year, 2024, was the hottest year

on record and the first year in which a
warming limit set by the Paris Climate
Agreement was surpassed.?** According
to NASA data, July 22 was the hottest

day ever recorded on Earth.?*

Phoenix, Arizona, experienced 113
consecutive days of temperatures over
100 degrees leading to hundreds of heat-

related deaths and scores of wildfires.??

In May 2024, Delhi, the capital of India,
experienced an all-time heat record of
49.9 degrees Celsius (121.8 Fahrenheit).?*
According to a University of Cambridge
study, heat waves in India are fueled

by environmental conditions and are a
threat to the population’s health and the

nation’s economic development.?®

June 2024 was the warmest June on
record globally in NOAA’s 175 years

of temperature tracking.?*’

During the
month, approximately 100 million
people, about one-third of the U.S.
population, were under excessive heat
warnings, including for temperatures
close to or above the 100-degree mark
in parts of Arizona, the Midwest, and
the South and Northeast regions of

the country.?*

A study published in April found that
emergency department visits for heat-
related illnesses, such as heat exhaustion
or heat stroke, substantially increased in
several U.S. regions in 2023 compared
with previous years. Emergency
department visits in those regions

remained high for a prolonged period.*"

Hurricanes

Through November, the United States
experienced 11 hurricanes, including
five major hurricanes (i.e., a category
3 or higher storm). Named storms and
hurricanes typically average 14 and

seven, respectively, per year.??

TFAH < tfah.org

Hurricane Helene was a category 4
storm. It led to 234 deaths, destroyed
homes, roads, and businesses along a
500-mile path through Florida, Georgia,
Tennessee, and North Carolina. Helene
was the third-deadliest hurricane of the
21st century. Estimates of storm damage
ranged from $225 to $250 billion.

Tornadoes

The total number of tornadoes in

the United States stood at 1,670 as of
September, only three years on record
had similar count totals since 1950.

Tornadoes were reported in 30 states.?*

Wildfires

Nationally, the 2024 wildfire season was
one of the worst on record. In October,
404 wildfires threatening 1.6 million
acres and scores of communities were
active, including in interior parts of the

country and on both coasts.?**

In December, the Franklin Fire in the
Malibu area of California burned over
4,000 acres. The fire was extremely fast-
spreading and fueled by high winds and

dry conditions.?*

Between August and November,
California experienced 10 major
wildfire incidents; more than 1 million
acres within the state were burned and

1,708 structures were destroyed.**

In November, a fast-moving fire named
the Mountain Fire fueled by strong
winds southwest of Los Angeles forced
the evacuation of more than 10,000
residents. More than 30,000 people lost

power due to the fire.?’

The February Smokehouse Creek Fire
in the panhandle section of Texas

was the largest in the state’s history,
scorching more than 1 million acres.

The fire took three weeks to contain.?*®

Infectious Diseases
H5N1 Bird Flu

As of February 2025, CDC, working
with local public health officials, had
confirmed 70 cases of H5N1 bird flu in
people across the United States during
the current outbreak.?® The sources

of infection included both infected
poultry and infected dairy cows. The
majority of the infected persons had
minor symptoms.*” In late November, a
suspected case of bird flu in a California
child was confirmed. The child
experienced mild symptoms and was
treated with flu antivirals.*! In January,
a first human death (a Louisiana
resident over 65 years of age) associated
with H5N1 was reported.?*? Health
officials believe the victim was exposed
to infected birds in backyard flocks.**

As of early February 2025, H5N1
outbreaks had been reported in 972
infected dairy herds in 16 states. In
addition, infected poultry flocks were
reported in 51 jurisdictions, spreading

to over 162 million birds.>**

In January 2025, CDC released an
advisory to health providers that
patients hospitalized due to flu
symptoms should be tested for H5N1
within 24 hours of being admitted.**®

Also in January, the Biden-Harris
Administration committed

an additional $306 million to
strengthen multiple aspects of HHN1
preparedness, including testing,
disease tracking, hospital readiness,
and research on therapeutics,

diagnostics, and vaccines.*'®

In December, California Governor
Gavin Newsom declared a state

of emergency to “streamline and
expedite the state’s response to Avian
Influenza A (H5N1).”%"7



In December, the USDA announced

a new National Milk Testing Strategy
requiring that unpasteurized (raw) milk
samples be collected and sent to USDA
for testing upon request. Samples could
be collected from dairy farms, milk
transporters, milk transfer stations, and
dairy-processing facilities.?* A USDA
order in April required that all lactating
dairy cows be tested for HHN1 before

interstate shipment.?*

During the summer months, a study
conducted of people in Michigan and
Colorado who worked on farms with
infected cows found that 7 percent
(eight out of 115) showed evidence

of recent infection, including several
workers who did not recall feeling sick
or experiencing symptoms associated
with H5NT1 infections—raising concerns
about a silent spread of the infection

from animals to humans.?*°

In April, the FDA announced that

trace amounts of H6N1 virus had been
detected in about 20 percent of grocery
store milk samples. Pasteurization
deactivates harmful bacteria and viruses,
meaning the traces of bird flu were not
live or infectious. According to the FDA,
the commercial supply of pasteurized

milk is safe for consumption.®!

Cholera

Several regions of the world experienced
increases in cholera cases and deaths in
2024, with the highest number of cases
in the eastern Mediterranean, Africa,
and the Americas. Worldwide, there
were approximately 195,000 reported

cases and over 1,900 deaths.??

CcoviD-19

Researchers estimated that about 1.4
million excess U.S. deaths occurred
during the pandemic, with the highest
relative mortality increase in adults
ages 25 to 64.%

An analysis of data from 620 facilities
showed that about one in five U.S. COVID
deaths during the Delta wave were due to

overwhelmed hospital capacity.®*

HRSA estimates that the COVID-19
Uninsured Program funded about 39
million COVID-19 vaccines between
December 2020 and April 2022, nearly
11 percent of all COVID-19 vaccines
administered to adults ages 19-64.%

Survey data collected across the country
between June 2020 and January 2023
suggests that about 54 million U.S.
COVID-19 infections went uncounted
once home tests were widely available
and in large measure replaced

institutional testing.?®

Between April 2022 and September
2023, fewer than half of patients ages 65
and older with an outpatient COVID-
19 diagnosis received a recommended
COVID-19 antiviral medication, and
treatment declined with increasing age.
Use of COVID-19 treatment was found

to be lowest among the oldest adults.*”

Other COVID-19 Pandemic-Related
Health Impacts

Asstudy published in September reported
that U.S. cancer diagnoses dropped by
nearly 10 percent below expected rates

in 2020 as people missed screenings. The
study estimated that during the first two
years of the pandemic, a potential 150,000

cases of cancer were undiagnosed.®®

The effects of a COVID-19 infection
can last more than three years and
cause lingering pulmonary and
gastrointestinal issues, a large study of

U.S. veterans found.*

A large United Kingdom study found
that having COVID-19 could be a risk
factor for having a heart attack or stroke
up to three years after the infection.*® A

second study conducted by researchers

at the University of Southern California
and the Cleveland Clinic found similar
results: that a COVID-19 infection
doubled a person’s risk for a major
cardiovascular event during the three-

year period post-infection.?"

The percentage of American adults
with anxiety and depression symptoms
increased significantly between 2019
and 2022, as measured before the

outbreak and during the pandemic.?*

Schools nationwide have made progress
toward returning student performance
to pre-pandemic levels, but that
improvement has been uneven across
regions of the country and among
population groups. Nationally, students
made up one-third of their pandemic
losses in math during the past school
year and one-quarter of the losses in
reading, according to the Education

Recovery Scorecard.?*

A study published in the JAMA

Health Forum showed that states

with the strongest mask and vaccine
requirements and stay-at-home orders
during the COVID-19 pandemic had
lower rates of excess deaths due to
COVID-19. The study additionally
concluded that if such requirements had
been in place in all states, an estimated
447,000 lives could have been saved.?®*

Long COVID
As of late 2023, Long COVID-related

illness was a contributing factor to
approximately 5,000 U.S. deaths.?®

A study published in August reported
that approximately 400 million people
worldwide have had or have Long
COVID, and the estimated economic
cost of Long COVID, including
healthcare services and missed work, is
approximately $1 trillion annually.? A

June National Academies of Sciences,
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Engineering, and Medicine study
found that people who were seriously ill
during their initial COVID-19 infection
were more likely to have long-term
symptoms and that women, people who
were not adequately vaccinated, people
with preexisting medical conditions,

or current and former smokers were at
greater risk for Long COVID.?”

A study published in December based on
2023 data found that between three and
over six out of 100 people in the United
States were experiencing Long COVID.
One in five adults with Long COVID who
were surveyed reported limitations in

performing daily activities.?

In February, the HHS Office of the
Assistant Secretary for Health released
an update on the Implementation of the
Government-Wide Response to Long
COVID, including activities around
research, clinical practice, coordination,
and other domains. The report stated
that an estimated 11 percent of adults

in the United States were currently
experiencing Long COVID, and 25
percent of those individuals experience

significant activity limitations.?®

Dengue Virus

In June, CDC issued a Health Alert
Network Health Advisory to notify
healthcare providers, public health
authorities, and the public of an
increased risk of dengue virus infections
in the United States. Global incidence
of dengue in 2024 were the highest on
record. From January 1, 2024-June 24,
2024, countries in the Americas reported
nearly 9.4 million dengue cases, twice

as many as in all of 2023. In the United
States, Puerto Rico has declared a
public health emergency?” (1,498 cases)
and a higher-than-expected number

of dengue cases have been identified
among American travelers (745 cases)
from January 1, 2024-June 24, 2024.>"!
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Peru reported its largest dengue
outbreak ever in 2023. During January
1, 2023—July 29, 2023, there were a total
of 222,620 dengue cases in Peru—more
than 10 times the average number of
cases during the same period over the

previous five years (21,841 cases).?”

A 2023 CDC study found that about 60
percent of children and adolescents
ages 9-16 in American Samoa have had
a dengue virus infection, and about one
in four experienced symptoms.?” In the
fall of 2023, health officials in California
found two people in a Pasadena
neighborhood had locally acquired
dengue virus infections and also found
counts of Andes mosquitoes near the
patients’ homes were eight times higher

than in other surveillance areas.?™

Flu

According to CDC estimates, the disease
burden of the 2024-2025 flu season as
of February 2025 was: approximately

29 million cases leading to between
370,000 and 820,000 hospitalizations
and 16,000-79,000 deaths.?™

Flu Vax Effectiveness

A CDC analysis found that the 2023-
2024 flu season vaccines reduced
children’s risk of flu-related medical
visits by about 66 percent and flu-
related hospitalizations by about half.
For adults, being vaccinated reduced
the risk of flu medical visits and

hospitalizations by about 40 percent.?”

Marburg virus

In September, public health officials in
Rwanda reported 26 cases of Marburg
virus, the nation’s first outbreak of

the disease. Over the ensuing weeks,
the infection total rose to 66 cases.

By late October, the number of new
reported cases was greatly reduced,
and the cases’ fatality rate was reported

to be 22.7 percent much lower than

the approximately 90 percent fatality
rate seen in other Marburg outbreaks.
Rwanda health officials attribute the
success in limiting the number of deaths
to the quick establishment of separate
treatment facilities for Marburg patients
to avoid virus exposure to other
patients.?”* BARDA provided an
investigational vaccine (ChAd3-MARYV)
and an investigational therapeutic
(MBP-091) for use in clinical trials as
part of the outbreak response.?”” In late
December, the WHO declared that the

outbreak was officially over.*

Measles

During 2024, U.S. measles cases
totaled 285, with cases reported in 33
jurisdictions. Fifty-eight percent of the
cases were in children over 5 years of
age.?! During the first two months of
2025, measles cases were reported in
five jurisdictions for a total of 14 cases,
patients required hospitalization in six

of the 14 cases.”®

In April, CDC warned that a rapid
increase in the number of measles
cases in the United States during the
first quarter of 2024 threatened the
country’s measles elimination status.
U.S. cases during that period rose 17-
fold compared with mean first-quarter

averages of the previous three years.?®®

Worldwide measles cases increased

to 10.3 million in 2023, a 20 percent
increase over 2022, and the number of
countries with large measles outbreaks
increased from 36 to 57. Worldwide
measles vaccination coverage in 2022-
2023 was 83 percent, below what it was
before the COVID-19 pandemic.?*

Mpox

Worldwide, more than 100,000 cases
of Mpox (clade 2) were reported in
122 countries in 2024. There were also
reported outbreaks of Mpox (clade 1)



in Central and Eastern Africa and a few
cases in people from other countries
after they traveled to the region.*”

In the United States, clade 2 Mpox
continued to circulate at relatively

low levels in 2024 but higher than in
2023. The first case of clade 1 Mpox

was confirmed in the United States in
November in a person who had recently

traveled from Eastern Africa.?%

In August, the WHO declared a
public health emergency due to Mpox
outbreaks in the Democratic Republic

of Congo and other African nations.?’

Meningococcal infections

As of December, 477 cases of
meningococcal disease had been
reported for 2024, compared with

384 cases for the same period in 2023.
During all of 2023, 438 cases were
reported, a 10-year high. Population
groups with higher-than-average
infections rates were people between 30
and 60 years of age, Black and African
American people, and adults with HIV.**

A meningococcal outbreak in Virginia
between 2022 and 2024 had an elevated
fatality rate and disproportionately
affected Black people. The overall fatality
rate during the outbreak was 19 percent,
78 percent of the cases were non-Hispanic
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Black and African American people.

Oropouche Virus

Between January and August,
approximately 8,000 cases of
Oropouche were reported in the
Americas. Two deaths associated with
the virus were reported in Brazil. Travel-
associated cases have been reported in
the United States and Europe.

Pertussis (whooping cough)
According to a December CDC
report, the number of reported cases

nationwide was more than six times
higher in 2024 than in 2023.%' As of

December 28, 2024, 35,435 pertussis
cases had been reported, the case
total at the same time in 2023 was
5,611cases.?” Pertussis cases in the
United States were down during the
pandemic but began to return to and

exceed pre-pandemic levels in 2024.

Worldwide, pertussis is one of the leading

vaccine-preventable causes of death.?”

In October 2024, CDC’s Advisory
Committee on Immunization Practices
lowered the age recommendation for

all adults receiving a pneumococcal
conjugate vaccine from 65 to 50. Lowering
the age for routine pneumococcal vaccine
gives more adults the opportunity to
protect themselves from pneumococcal
bacteria, which can cause serious illnesses
including pneumonia, meningitis, and

bloodstream infections.?*

Polio

According to CDC, progress has been
made in detection of polio needed to
track polio eradication, but gaps remain.
CDC reports that countries with low
vaccination rates continue to experience
outbreaks and that strengthening
surveillance systems worldwide is crucial
to ensuring a rapid response to cases and
outbreaks. From January 2024 to June
2024, 74 outbreaks were detected in 39
countries, predominately in Africa.%2%

In addition, new cases of wild type 1
poliovirus in Pakistan and Afghanistan
between January 2023 and June 2024
threatened those countries efforts toward
polio eradication.*” Between January
2017 and March 2024, 39 cases of variant
poliovirus type 2 were detected in Somalia,
with some spread into the neighboring

countries of Kenya and Ethiopia.*®

Rocky Mountain Spotted Fever

Six cases of Rocky Mountain Spotted
Fever occurred in California in persons

who had traveled to Tecate, Mexico,

between July 2023 and January 2024;

three of the six patients died.?”

Respiratory Syncytial Virus (RSV)

Through November, RSV-related
emergency department visits were low

but increasing.*"

Surveillance data show that nirsevimab

is 90 percent effective at preventing
RSV-associated hospitalizations in

infants during their first RSV season.

CDC recommends administration of
nirsevimab for infants younger than 8
months who were born to mothers who
did not receive the maternal RSV vaccine
during pregnancy to protect against RSV-
associated lower respiratory tract infection
during their first RSV season and for
some children ages 8-19 months at
increased risk for severe RSV disease who
are entering their second RSV season.
RSV is the leading cause of hospitalization
for babies in the United States.*"!

Rubella
During January 2022-June 2024, 17

U.S. jurisdictions reported a total of
58 confirmed rubella cases to CDC.
Between 2013-2021, reported cases of
rubella virus infections declined by 81
percent worldwide as vaccine coverage
rates improved from 40 percent to 68

percent during the same period.*”?

Tuberculosis

The number of U.S. tuberculosis cases in
2024 were the highest in a decade with
more than 9,600 cases, with increases in
40 states and across all age groups.*” In
January of 2025, a tuberculosis outbreak
in Kansas included approximately 70

active cases and at least two deaths.**

West Nile Virus

As of late November, CDC reported
1,466 human cases of West Nile Virus in
the United States during 2024. West Nile

Virus infections occurred in 49 states.*”
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Reports, Convenings, Strategies, Policies, Actions, and Tools

Environmental Health and Risks

The EPA announced new, strengthened
particle pollution standards, reducing
the annual standard to 9 micrograms
per cubic meter of air, down from the
previous standard of 12 micrograms.*®
Particle pollution can cause serious
health harms from asthma attacks and
other breathing issues, cardiovascular

problems, lung cancer, and fetal harm.*"’

The Occupational Safety and Health
Administration released a proposed rule
on Heat Injury and Illness Prevention in
Outdoor and Indoor Work Settings.**®

CDC released a new ventilation
guidance update designed to reduce
the number of respiratory viruses that

circulate in indoor air.*”

The HeatRisk Forecast Tool, developed
by CDC and NOAA, provides a seven-
day heat forecast nationwide in order

to alert people when temperatures

may reach levels that could harm their
health. CDC’s HeatRisk Dashboard
integrates the HeatRisk Forecast Tool
data with other information, including
details on local air quality, to inform the
public on how best to protect themselves
when outdoor temperatures are high

and could impact their health.*"°

The American Lung Association
released its 25th annual State of the Air
Report, including the key finding that
nearly four in 10 people in the United
States live in places with unhealthy

levels of air pollution.®"!

A new study looked at the confluence
of an aging world population and the
warming planet and estimated that
the number of older adults exposed to
chronic and extreme heat will number
over 200 million by 2050.%'?
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CDC and ATSDR, in partnership with
OCCHE and the HHS Office of the
Assistant Secretary, released the Heat
and Health Index a new tool intended
to help people stay safe during heat
events. The Heat and Health Index
combines historic temperature data
and emergency medical services data
on heatrelated emergency responses
from the past three years, as well as
data on community characteristics,
including pre-existing health
conditions, socio-demographic
information, and characteristics of
the natural and built environment,
to provide a final heat and health index

313

rankings by ZIP code.

At the 2024 UN Climate Conference
(COP29), ended with approximately
200 nations committing $300 billion
ayear by 2035 to help “developing
countries” protect their populations
and economies against climate
disasters.”' The funding is a three-fold
increase over current funding but still
too small, according to climate experts

315

and leaders of at-risk countries.

TFAH released its fifth public

health policy blueprint report for
the Administration and Congress
that took office in January

2025. The report, Pathway to a
Healthier America: A Blueprint for
Strengthening Public Health for the
Next Administration and Congress,
outlines a policy roadmap for
improving the nation’s health and
ensuring its economic and national
security. The report was authored
after consultation with over 45
experts, practitioners, and community
members.3® www.tfah.org/reports/

Health Data Collection and
Interoperability

The Office of the Assistant Secretary
for Technology Policy and the Office of
the National Coordinator for Health IT
announced a proposed rule on health

data and public health interoperability.*”

The Office of Management and Budget
finalized Statistical Policy Directive

No. 15: Standards for Maintaining,
Collecting, and Presenting Federal
Data on Race and Ethnicity, which are
intended to result in more accurate and
useful race and ethnicity data across the

federal government.*®

CDC released its Public Health Data
Strategy for 2025-2026 as well as a

2024 progress report. The reports
summarize progress in public health

data aggregation and accessibility and
defines future directions of public

health data modernization, especially
efforts to integrate more data and data
systems.*? In addition, CDC announced
its updated Public Health Data Strategy,
which focused on encouraging more data-
sharing partnerships among hospitals and
local health departments and expanding

the use of electronic case reporting.”

Health Security and Biodefense

The White House released The U.S.
Global Health Security Strategy, which
outlines the ways in which the United
States and international partners will
work to prevent, detect, and respond
to infectious disease threats worldwide.
The strategy articulates a whole-of-
government approach to protecting
the health and economic well-being of
the nation and builds on the United
States working in bilateral partnerships,
expanding the nation’s formal global
health security partnerships from 19

countries to 50 countries.*?!



The Bipartisan Commission on
Biodefense released its report, The
National Blueprint for Biodefense, its
second such report. The report made
recommendations for strengthening
nation’s biodefense against future
biological events, including biological

weapons attacks or another pandemic.*?

The White House announced new
policies broadening regulations on
potentially dangerous microbes and
toxins, in an effort to prevent laboratory
accidents that could unleash a pandemic.
The new policy applies to research
funded by the federal government and
strengthens the government’s oversight

of such research.’*

A 'WHO report found that there are
more than 30 pathogens that could

trigger a future pandemic.**

The North American Preparedness
for Animal and Human Pandemics
Initiative, a joint project of the United
States, Canada, and Mexico, was
released in October. The initiative

is designed to strengthen regional
capacities for disease control built on
lessons learned from COVID-19 and

other healthy security events.?®

Protecting the Health of Individuals,
Families, and Communities

A National Academics of Sciences,
Engineering, and Medicine report
concluded that little progress had
been made in advancing health equity
in the United States over the past two
decades and that such inequities are

a “fundamental flaw” in the nation’s

healthcare system.**

The Johns Hopkins Center for Health
Security released a policy analysis
suggesting actions for collaboration
between primary care, public health,
and community-based organizations

that would improve emergency

preparedness and health outcomes.?’

A second Johns Hopkins Center for
Health Security report, PanREMEDY,
looked at the measures that state

and local policymakers should use to
determine if holistic recovery programs
are working, especially for communities
most impacted by COVID-19.5%

Prior to the COVID-19 pandemic, 10
states and the District of Columbia
had laws requiring employers to
provide paid sick leave. As of May, five
additional states—Colorado, New York,
New Mexico, Illinois, and Minnesota—
have passed laws offering some kind of
paid time off for illness. Oregon and
California expanded previous paid-leave
laws.*® In November 2024, voters in
Missouri, Alaska, and Nebraska passed

paid sick-leave ballots in those states.**

A study by The Commonwealth Fund
released in September ranked the
United States last in a comparison of
health and healthcare in 10 high-income
countries. U.S. scores were particularly
low for health equity, access to care,

efficiency, and health outcomes.*!

The WHO released a report on
antibacterial agents in clinical and pre-
clinical development. They highlighted
a pressing need for new agents for
serious infections to replace agents that

are ineffective due to widespread use.**

A 2024 Government Accountability
Office report highlighted that officials
from the Strategic National Stockpile
have not sufficiently engaged with
Tribal Nations to address unique
logistical challenges, such as inadequate
storage infrastructure and geographical
remoteness, in delivering stockpile
assets. Unlike jurisdictions with
specialized storage sites funded through
the PHEP program, tribes often rely

on improvised spaces like hotels or

casinos.’® Also in 2024, ASPR released
its Strategy for Improving Access to Federal
Resowrces During a Public Health Emergency
Response for Federally Recognized Tribal
Governmendts, Indian Health Service Health
Care Providers, Tribal Health Authorities,

and Urban Indian Organizations. **

Dig Deep, an organization dedicated to
ensuring that all families in the United
States have access to running water,
released Draining: The Economic Impact of
America’s Hidden Water Crisis, reporting
that at least 2 million Americans do

not have access to running water or a

working toilet at home.?

Public Health Infrastructure and
Emergency Preparedness

FEMA released the 12th annual National
Preparedness Report in December 2023.
The report identified preparedness
gaps at the household, community, and

national levels.?%

The Council of State and Territorial
Epidemiologists conducted its eighth
national assessment of core epidemiology
capacity in state and territorial health
departments. Among the key findings was
that while the number of epidemiologists
nationwide has increased since the

last assessment in 2021, it is still well
below the number needed, and most
departments expect to be forced to

reduce staff as pandemic funding ends.*’

The National Governors Association
released its Public Health Emergency
Playbook as a resource to guide
governors and their staffs in effectively
preparing for, managing, and

recovering from health crises.*”

Six U.S. companies will manufacture
medical gowns to store in the Strategic
National Stockpile. The availability

of such gowns was depleted only
weeks into the COVID-19 pandemic.
Approximately 250 million gowns
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will be added to the stockpile, about
a 90-day supply.**® ASPR committed
over $367 million to the purchase
of personnel protective equipment
to replenish the Strategic National
Stockpile.*"

In response to Hurricane Helene
damaging an IV fluids manufacturing
plant in North Carolina, ASPR is
coordinating and funding efforts to
increase U.S. supplies of IV fluids.

ASPR funded multiple companies

to diversify and boost domestic
manufacturing of active pharmaceutical
ingredients for essential medicines and
the health supply chain in an effort to

prevent supply-chain disruptions.*!!-**2

CDC announced a new “Community
Snapshot” tool to allow Americans to
check levels of respiratory virus circulation
for their local communities. Data will
include circulation levels—whether high or
low—for COVID-19 and flu among other
diseases. The data will be drawn from
hospitals, emergency rooms, wastewater

sampling, and testing laboratories.*?

CDC launched a web-based portal of
planning and communication tools to
support emergency preparedness for

people with disabilities.***

Trust in Public Health System,
Challenges to Public Health Authority

A random national survey of 2,663
respondents conducted in late 2023
found that most expressed “at least
some” trust in health recommendations
from CDC (75 percent) and their state’s
health department (79 percent), an
improvement over levels of trust during
the COVID public health emergency.
The issues receiving the most support
for work done by CDC and state health
departments were preventing chronic
disease, preventing and addressing

mental illness, reducing infant
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mortality, and addressing opioid and

substance addiction.*®

In October, a regional public health
department board in Southwest Idaho
voted four-three in favor of a ban that
blocked health departments in a six-
county area from providing COVID-19

vaccines to residents.**

As of March 2023, at least 30 states

have passed laws since 2020 that limit
public health authority, according

to a Washington Post analysis of laws
collected by Kaiser Health News and

the Associated Press as well as the
Association of State and Territorial
Health Officials, and the Center for
Public Health Law Research at Temple
University. Health officials and governors
in more than half the country are now
restricted from issuing mask mandates,
school closures, and other protective
measures, or they must seek permission
from their state legislatures before
renewing emergency orders, the analysis
showed.?*” According to a review of state
laws intended to limit public health
authorities, conducted by the Center
for Public Health Law Research at the
Temple University Beasley School of
Law, between January of 2021 and

May 2022, state legislators introduced
1,531 bills to change the scope or levers
of public health and /or emergency
response authorities during the reviewed
timeframe. Approximately 12 percent
of the bills were enacted.**® Texas and
Utah have enacted bills that limited the
authority of state and local public health
officials to close businesses, require face
coverings, require vaccination, or issue

isolation or quarantine orders.*"

In July, the U.S. Supreme Court decision
in Loper Bright Enterprises v. Raimondo
overturned the long-standing precedent
established in Chevron v. Natural Resources

Defense Council, known as the “Chevron

doctrine.” The doctrine created a
framework under which courts would
look to federal agency expertise when
interpreting statutory law. Many public
health officials have expressed concern
about the ways in which the diminishment
of the Chevon precedent could

undermine public health regulations.*”

Vaccine Uptake, Safety,
Effectiveness, and Confidence

Vaccine Uptake

CDC published data reporting that an
estimated 35 percent of adults 18 years
of age and older had been vaccinated
against seasonal flu during the first
months of the 2024-2025 flu season, and
18 percent had been vaccinated against
COVID-19 during the same time period,
as of fall 2024.%! As of early November,
58 percent of nursing home residents
were vaccinated against seasonal flu, but
only three in 10 had received an updated
COVID-19 vaccine.??

Data show that the Vaccines for
Children (VFC) program has impacted
childhood immunization rates but that
there is also room for improvement

in those rates. As of 2002, 61 percent

of VFC-eligible children born in 2020
received the seven selected vaccines by
their 2nd birthday. Coverage overall was
still high, however: among VFC-eligible
children born during 2011 to 2020,
coverage by age 24 months with one or
more measles, mumps, rubella (MMR)
dose and the combined seven-vaccine
series was stable: 88.0 to 89.9 percent
and 61.4 to 65.3 percent, respectively.”
Since its establishment in 1994, the
Vaccines for Children program has
prevented an estimated 508 million

illnesses and over 1 million deaths.**

Routine childhood vaccination in
the U.S., including against MMR and

polio, among kindergarten students



declined to less than 93 percent in the
2023-2024 school year, down from 95
percent in 2019-2020 and 93 percent in
2022-2023. At the same time, vaccination
exemptions increased to a record 3.3
percent, up from 3.0 percent and 2.6
percent, respectively. Healthy People 2030
includes a target goal of 95 percent MMR

vaccination rate for all kindergarteners.””

Survey data estimates that about 38
percent of U.S. seniors, people ages 65
and above, had received an updated
COVID-19 vaccine by November of the
2024 respiratory virus season, a strong
increase over the percentage vaccinated
during the same time period in 2023
(23 percent). Uptake of the COVID-19
vaccine among younger adults was also
up in 2024 as compared with 2023.%°

Routine U.S. childhood vaccination
rates were lower among children born
in 2020 and 2021 compared with
those born in 2018 and 2019. Lower
vaccination coverage was seen among
Black, Hispanic, and American Indian
or Alaska Native children, children
insured by Medicaid or other non-
private insurance, children who were
uninsured, children living in rural areas,
and children in families with incomes

below the federal poverty level.*7

WHO and UNICEF report that global
childhood immunizations levels have
not rebounded since the beginning of
the coronavirus pandemic. The data
shows that the number of children
worldwide who have not received a
single dose of the DPT (diphtheria,
tetanus and pertussis) vaccine increased
from 13.9 million in 2022 to 14.5 million
in 2023. Measles vaccine coverage is

also down, with 22.2 million children
unvaccinated in 2023, an 83 percent
worldwide coverage rate for the vaccine’s
first dose. Health experts say that 95
percent immunization is necessary for

population-wide immunity to measles.”®

Vaccine Confidence

Researchers surveyed 23 high- and
middle-income countries on five
continents and found that 61 percent
“expressed being more willing to

get vaccinated for diseases other
than COVID-19 as a result of their

experience during the pandemic.”*”

A study of preparedness in 177
countries found that among other
factors, a population’s trust in
government was associated with higher
COVID-19 vaccination rates and lower
COVID-19 infection rates in middle-

and high-income countries.*

A national health survey conducted by
the Annenberg Public Policy Center

at the University of Pennsylvania

in July 2024 reported that about

one in four Americans believe false
information about the COVID-19
vaccine. Specifically, the survey found
that 28 percent of respondents believed
that the COVID-19 vaccine had caused
thousands of deaths, and 22 percent
believed that it was less risky to get
infected with the COVID-19 virus than

to be vaccinated against it.*!

Vaccine Impact and Effectiveness

Hospital and health systems data
showed that the updated 2023-2024
COVID-19 vaccines reduced the risk of
emergency department and urgent care
visits or hospitalization with COVID-19
by about half among vaccinated people.
During September 2023-January 2024,
adults with healthy immune systems
who received an updated COVID-19
vaccine were about 50 percent less likely
to visit an emergency department or
urgent care facility or be hospitalized
with COVID-19 compared with those
who had not received an updated
COVID-19 vaccine.*?

Childhood vaccines—including those

that target measles, tetanus, and

diphtheria—have saved the United
States $540 billion in healthcare

costs, according to CDC. Over the

last three decades, routine childhood
vaccinations have prevented
approximately 508 million cases of
illness, 32 million hospitalizations, and
1,129,000 deaths.*

About 90 percent of babies who had
to be hospitalized for COVID-19 had
mothers who were not vaccinated
against COVID-19 during pregnancy.
Babies too young to be vaccinated had
the highest COVID-19 hospitalization
rate of any age group except people
over 75. Infants below six months are
too young to be vaccinated. Their
protection comes from vaccinating
pregnant women, who pass the

antibodies on to their newborns.?%

The “We Can Do This” COVID-19
vaccination public-education campaign
saved $732 billion by averting illness
and related costs during the delta and
omicron variant waves, with a return of
nearly $90 for every dollar spent on the
campaign, according to a study by HHS

and the research firm Fors Marsh.*®

Vaccine Safety

Researchers at Yale University found no
connection between COVID-19 vaccines
and any negative birth outcomes. In
addition, data showed that pregnant
women who had received COVID-

19 vaccines in pregnancy were at a

decreased risk of preterm birth.?®

A study of over 5,600 U.S. children who
received at least one dose of an mRNA
COVID-19 vaccine between the ages

of 6 months and 24 months found no
new safety concerns. The most common
reactions among the infants were
fussiness (30 percent), a local reaction
(21 percent), and fever (14 percent).*’
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APPENDIX B:

Ready or Not
2025

Report Methodology

Indicator Selection Criteria

Indicators are chosen based on the

following requirements:

® Significant: Each indicator must
meaningfully gauge states’ readiness
for public health emergencies. The
original criteria were developed
through a multistage Delphi process
conducted by the National Health
Security Preparedness Index (NHSPT)
and were later reassessed by TFAH in

consultation with additional experts.

® Broad Relevance and Accessibility:
Indicators must apply to all states and
the District of Columbia, with timely
and accessible data. Although TFAH
aims to include U.S. territories and
certain federally recognized tribes,
data availability and sustainability

limit such inclusion.

® Timeliness: Indicators must be

updated regularly.

® Scientific Validity: Data sources must
be credible, rigorously constructed,

and methodologically sound.

® Nonpartisan: Indicators and data

must be free from political bias.

The goal is to select a range of
actionable indicators that TFAH—and
other stakeholders, including states—
can use to track progress over time. The
indicators have been chosen to reflect

performance consistently across states.

Public Health Funding Data:
Collection and Verification

TFAH surveyed state officials for data
on state-supported public health
funding. Drawing from the University

of Washington’s Public Health Activities
and Services Tracking project, TFAH
defines public health services as

including:

® Communicable Disease Control: For
instance, epidemiology, COVID-19,
hepatitis, HIV /AIDS.

® Chronic Disease Prevention: Such as
programs addressing asthma, cancer,

cardiovascular disease.

® Injury Prevention: Spanning
firearms, motor vehicles, substance-

use disorders, and other injury areas.

® Environmental Public Health:
Covering air and water quality, food

safety, and related concerns.

® Maternal, Child, and Family
Health: Encompassing family
planning, newborn screening, and

related services.

® Access to and Linkage with Clinical
Care: For example, determining

beneficiary eligibility.

Insurance coverage programs

and inpatient clinical facilities are
excluded. State respondents guided
TFAH in updating and refining the

FY 2023 baseline data for improved
comparability. Every state and the
District of Columbia verified prior
funding data and provided new data for
the latest year.

Scoring and Tier Placements

TFAH grouped states into three
performance tiers—high, middle,
and low—based on results across 10

indicators (some awarded partial credit).



Indicators and Scoring:

1. Adoption of the NLC (Nurse
Licensure Compact):
® Adopted: 0.5 point
® Not adopted: 0 points

2. Accreditation by PHAB (Public
Health Accreditation Board) and
EMAP (Emergency Management

Accreditation Program):
® Fach accreditation: 0.5 point

® Not accredited: 0 points

3. State Public Health Funding Trends:
® Increased or no change (nominal):
0.5 point
® Decreased: 0 points
4. Community Water System
Compliance (Percent of Residents

Using Systems Meeting All Health-
Based Standards):

States were scored based on how many
standard deviations (SD) they fell
above or below the mean percentage

of residents using compliant systems:

® Within one SD above the
mean (including states at 0%

noncompliance): 1 point

® Within one SD below the mean:
0.75 point

® One to two SDs below: 0.5 point

® Two to three SDs below: 0.25 point

® More than three SDs below: 0 points
5. PTO (Paid Time Off) Usage (Percent

of Employed Population Using PTO):

Using standard deviations from the

mean:

® More than one SD above mean: 1
point

® Within one SD above mean: 0.75 point

® Within one SD below mean: 0.5 point

® More than one SD below mean:
0.25 point

6. Seasonal Flu Vaccination Coverage
(Ages 6 Months+):

Using standard deviations from the

mean:

® More than one SD above mean: 1
point

® Within one SD above mean: 0.75 point

® Within one SD below mean: 0.5 point

® More than one SD below mean:
0.25 point

7. Leapfrog Hospital Safety Grade
(“A” Grades Percentage):

Using standard deviations from the

mean:

® More than one SD above mean: 1
point

® Within one SD above mean: 0.75 point

® Within one SD below mean: 0.5 point

® Positive but more than one SD

below mean: 0.25 point

® No “A’-grade hospitals: 0 points

8. Public Health Laboratory Surge Plan
(6- to 8-Week Capacity Increase):

® Has a written plan: 0.5 point

® No plan reported: 0 points

9. Avoidable Mortality

TFAH used a min-max method to
convert each state’s results into a
0-to-1 scale (where higher scores are
better) for both overall avoidable
mortality and the gap between the
highest and lowest racial /ethnic
group rates. States with the best
outcomes for overall avoidable
mortality and the smallest gaps
received scores closer to 1, while
states with worse outcomes and
larger gaps received scores closer

to 0. These two scores—one for the
overall rate and one for the gap—were
then averaged to produce a single

combined score between 0 and 1.

Based on that combined score, TFAH

assigned points as follows:

® A combined score from 0.76 to 1: 1
point

© (.51 to 0.75: 0.75 points

® (.26 to 0.50: 0.5 points

® () to 0.25: .25 points

The highest possible total is 7.5 points.

Tier Assignments:

® High-performance tier: Top 17
scores (this year ranging from 5.75
to 6.75 points).

® Middle-performance tier: 18th to
34th states (5 to 5.5 points).

® Low-performance tier: 35th to 51st
states (3 to 4.75 points).

Ties in state scores can affect

distribution across tiers.

Assuring Data Quality

TFAH conducted several rigorous
phases of quality assurance to strengthen
the integrity of the data and to improve
and deepen TFAH’s understanding

of states’ performance, especially

that of outliers on specific indicators.
During the state public health funding
data collection, each verified file was
systematically inspected for errors,
inconsistencies, or incompleteness.
Respondents were then contacted for

data completion or correction.

TFAH < tfah.org 73



74

Endnotes

1 Administration for Strategic Preparedness
and Response. “Declarations of a Public
Health Emergency.” https: / /aspr.hhs.gov/
legal /PHE /pages /default.aspx. Accessed
February 14, 2025.

2 Ibid.

3 Centers for Disease Control and
Prevention, Center for Forecasting and
Outbreak Analytics. “About the Center for
Forecasting and Outbreak Analytics.” April
11, 2024. https: / /www.cdc.gov /forecast-
outbreak-analytics /about /. Accessed
February 14, 2025.

4 U.S. House of Representatives. “Are
CDC’s Priorities Restoring Public
Trust and Improving the Health of the
American People?” Written testimony,
July 23, 2024. https: / /d1dth6e84htgma.
cloudfront.net/CDC_Joint_Witness_
Testimony_07_23_2024_HE,_Hearing_
€27eb1886a.pdf. Accessed February 14, 2025.

5 Centers for Disease Control and
Prevention. “Respiratory Disease Season
Outlooks.” September 16, 2024. https:/ /
www.cdc.gov/ cfa-qualitative-assessments /
php/data-research /season-outlooks /
index.html. Accessed February 14, 2025.

6 National Emerging Special Pathogens
Training & Education Center. “Top
10 Takeaways from H5N1 Wastewater
Monitoring Podcast.” November 22,
2024. https:/ /netec.org /2024 /11 /22 /
top-10-takeaways-from-h5n1-wastewater-
monitoring-podcast/ Accessed February
14, 2025.

7 Centers for Disease Control and Prevention.
“National Wastewater Surveillance System.”
https:/ /www.cdc.gov,/nwss /1v/wwd-hb.
html. Accessed February 14, 2025.

8 2024 Public Health AmeriCorps. https://
americorps.gov/funded-grants /public-
health-americorps. Accessed February 18,
2025.

9 Centers for Disease Control and
Prevention. “Electronic Case Reporting.
Healthcare Facilities Live for eCR.”
February 12, 2025. https:/ /www.cdc.gov/
ecr/php/healthcare-facilities /index.html.
Accessed February 14, 2025.

TFAH < tfah.org

10 Knicely, Kimberly, Loonsk, John,

Hamilton, J. et al. “Electronic

Case Reporting Development,
Implementation, and Expansion in the
United States”. Public Health Reports.
February 27, 2024. NIH National Library
of Medicine. Electronic Case Reporting
Development, Implementation, and
Expansion in the United States - PMC
Accessed February 14, 2025.

11 Centers for Disease Control and

Prevention, National Healthcare Safety
Network. “NHSN Connectivity Initiative:
Hospital Bed Capacity Project.” https: / /
www.cdc.gov,/nhsn /bed-capacity /index.
html. Accessed February 14, 2025.

12 Polaris, Julian JZ, Amanda L. Eiden,

Anthony P. DiFranzo, et al. “State
Medicaid Coverage and Reimbursement
of Adult Vaccines Administered by
Physicians and Pharmacists.” AJPM Focus,
3(4):100252, June 13, 2024. https:/ /
pmc.ncbi.nlm.nih.gov /articles /
PMC11279260/. Accessed February 14,
2025.

13 U.S. Department of Health and Human

Services. Press Release: HHS Releases
New Data Sharing over 10 Million
People with Part D Medicare Received
a Free Vaccine. May 3, 2024. Accessed
September 15, 2024.

14 Centers for Medicare & Medicaid Services.

“Streamlining the Medicaid, Children’s
Health Insurance Program, and Basic
Health Program, Application, Eligibility
Determination, Enrollment, and Renewal
Processes Final Rule Fact Sheet.” March 27,
2024. https:/ /www.cms.gov,/newsroom /
fact-sheets /streamlining-medicaid-
childrens-health-insurance-program-and-
basic-health-program-application. Accessed
February 14, 2025.

15 KFF. “State Policies on Paid Family and

Sick Leave.” https: / /www.kff.org /other/
state-indicator /paid-family-and-sick-leav
e /?currentTimeframe=0&sortModel=%
TB%22colld %22 %3A%22Location %22
9%2C%22s0rt%22%3A%22asc%22%'7D.
Accessed February 14, 2025.

16 Blakely-Gray, Rachel. “Paid Sick Leave

Laws by State: The Chart, Map, &
Accrual Info You Need.” Patriot Software,
December 5, 2024. https:/ /www.
patriotsoftware.com /blog/payroll /state-
mandated-paid-sick-leave-laws /. Accessed
February 14, 2025.

17 Administration for Strategic Preparedness

and Response. “Approximately $27
Million from ASPR Will Advance

Rapid Response Diagnostics for Future
Biothreats.” Press release: November 27,
2024. https:/ /aspr.hhs.gov/newsroom /
Pages /Diagnostics-For-Future-Threats-
27Nov24.aspx. Accessed February 14,
2025.

18 Britton, Amadea, Lauren E. Roper, Camille

N. Kotton, et al. “Use of Respiratory
Syncytial Virus Vaccines in Adults Aged
>60 Years: Updated Recommendations of
the Advisory Committee on Immunization
Practices — United States, 2024.” Morbidity
and Mortality Weekly Report, 73(32): 696-702,
August 15, 2024. https: / /www.cdc.gov/
mmwr /volumes /73 /wr/mm7332e1.htm.
Accessed February 14, 2025.

19 Fleming-Dutra, Katherine, Jones,

Jefferson, Roper, Lauren, et al. “Use of the
Pfizer Respiratory Syncytial Virus Vaccine
During Pregnancy for the Prevention of
Respiratory Syncytial Virus-Associated
Lower Respiratory Tract Disease in
Infants.” Morbidity and Mortality Weekly
Report. Centers for Disease Control and
Prevention. October 13, 2023. https:/ /
www.cdc.gov/mmwr /volumes /72 /wr/
mm?724lel.htm Accessed February 14,
2025.

20 Payne, Amanda B., Janet A. Watts, Patrick

K. Mitchell, et al. “Respiratory syncytial
virus (RSV) Vaccine Effectiveness Against
RSV-Associated Hospitalizations and
Emergency Department Encounters
Among Adults Aged 60 Years and

Older in the USA, October, 2023, To
March, 2024: A Test-Negative Design
Analysis.” The Lancet, 404(10462): 1547-
1559, October 19, 2024. https:/ /www.
thelancet.com /journals /lancet/article /
PIIS0140-6736(24)01738-0 /abstract.
Accessed February 14, 2025.



21 Administration for Strategic Preparedness
and Response. “Biden-Harris
Administration Expands Production of
Key Ingredients for Affordable, American-
Made Essential Medicines.” Press release:
October 3, 2024. https: / /aspr.hhs.
gov/newsroom/Pages /ASPR-Awards-
Amyris-Expand-Manufacturing-of-Key-
Ingredients.aspx. Accessed February 14,
2025.

22 U.S. Department of Health and Human
Services, Administration for Strategic
Preparedness and Response. “Biden-
Harris Administration Funds Second
Defense Production Act Title IIT Award to
Onshore Manufacturing of Ingredients
for Essential Medicine.” Press release:
October 1, 2024. https: / /aspr.hhs.gov/
newsroom /Pages /Biden-Harris-Funds-
Second-DPA-for-Essential-Medicines.aspx.
Accessed February 14, 2025.

23 Administration for Strategic Preparedness
& Response. Center for Industrial Base
Management and Supply Chain. 2025.
https:/ /aspr.hhs.gov/IBMSC /Pages /
default.aspx February 14, 2025.

24 National Oceanic and Atmospheric
Administration. “Biden-Harris
Administration, NOAA Issue National Heat
Strategy, Provide $200K for Extreme Heat
Preparedness.” Press release: August 14,
2024. https:/ /www.noaa.gov,/news-release /
biden-harris-administration-noaa-issue-
national-heat-strategy-provide-200k-for-
extreme-heat. Accessed February 14, 2025.

25 Occupational Safety and Health
Administration. “Heat Injury and Illness
Prevention in Outdoor and Indoor Work
Settings Rulemaking.” https: / /www.
osha.gov/heat-exposure /rulemaking.
Accessed February 14, 2025.

26 Maxmen, Amy, Arthur Allen, and KFF
Health News. “Lack of Bird Flu Tests
Could Hide Pandemic Warning Signs.”
Scientific American, June 12, 2024.
https: / /www.scientificamerican.com /
article /lack-of-bird-flu-tests-could-hide-
pandemic-warning-signs /. Accessed
February 14, 2025.

27 Mandavilli, Apoorva. “Bird Flu is
Spreading. Why Aren’t More People
Getting Tested? The New York Times,

July 17, 2024. https: / /www.nytimes.
com /2024 /07 /17 /health /bird-flu-tests.
html. Accessed February 14, 2025.

28 Maxmen, Amy, and KFF Health News.
“U.S. Is ‘Flying Blind’ With Bird Flu,
Repeating Mistakes of COVID, Health
Experts Say.” NPR, June 24, 2024.
https: / /www.npr.org/sections /
shots-health-news /2024 /06 /24 /nx-
s1-5015736 /bird-flu-outbreak-testing-
pandemic-preparedness. Accessed
February 14, 2025.

29 Funk, Josh, Vancleave, Mark, Durbin,
Dee-Ann. “Egg prices are soaring. Don’t
expect that to change anytime soon.”
Associated Press. January 28, 2025. Egg
prices are soaring. Don’t expect that to
change anytime soon | AP News Accessed
February 19, 2025.

30 Centers for Disease Control and
Prevention. “About One Health.”
October 30, 2024. https:/ /www.
cdc.gov/one-health /about /index.
html#:~:text=One % 20Health %20is %20
a%?20collaborative,plants%2C %20
and %20their%20shared %20
environment. Accessed February 14, 2025.

31 Trust for America’s Health. “Pathway
to a Healthier America: A Blueprint for
Strengthening Public Health for the Next
Administration and Congress.” October
8, 2024. https:/ /www.tfah.org /report-
details /blueprint-for-strengthening-
public-health-2024 /. Accessed February
14, 2025.

32 Public Health Communications
Collaborative /Health Action Alliance.
“What to know and do about H5N1
Bird Flu.” June 28, 2024. https:/ /
publichealthcollaborative.org/
resources /what-agricultural-producers-
should-know-and-do-about-h5n1-bird-flu /
Accessed December 5, 2024.

33 Centers for Disease Control and
Prevention. “H5Bird Flu: Current
Situation.” February 14, 2025. https:/ /
www.cdc.gov /bird-flu /situation-summary,/
index.html. Accessed February 14, 2025.

34 Centers for Disease Control and Prevention.
“First H5Bird Flu Death Reported in the
United States.” Press release: January 6,
2025. https: / /www.cdc.gov/media,/
releases /2025 /m0106-h5-birdflu-death.
html. Accessed February 14, 2025.

35 Centers for Disease Control and
Prevention. “CDC Confirms First Severe
Case of H5N1 Bird Flu in the United
States.” Press release: December 18,
2024. https:/ /www.cdc.gov,/media/
releases /2024 /m1218-h5Hn1-flu.html.
Accessed February 14, 2025.

36 Ibid.

37 Centers for Disease Control and
Prevention. “H5Bird Flu: Current
Situation.” February 14, 2025. https:/ /
www.cdc.gov /bird-flu /situation-summary,/
index.html. Accessed February 14, 2025.

38 Park, Alice. “Scientists Are Racing to
Develop a New Bird Flu Vaccine.” Time
Magazine, January 2, 2025. https: / /time.
com /7203820 /hbn1-new-bird-flu-vaccine-
update /?emci=eabcfe40-c1c9-ef11-88d0-
0022482a9b45&emdi=4dabd93e-dfc9-
ef11-88d0-0022482a9b45&ceid=14069374.
Accessed February 14, 2025.

39 Simoneau, Michaela, Sophia Hirshfield,
and Maclane Speer. “The United States
Needs to Step Up Its Response to Bird
Flu.” Center for Strategic & International
Studies, December 19, 2024. https:/ /
features.csis.org / US-bird-flu-response /.
Accessed February 14, 2025.

40 Centers for Disease Control and Prevention,
National Wastewater Surveillance System.
“Wastewater Data for Avian Influenza
A(Hb).” https:/ /www.cdc.gov/nwss /1v/
wwd-h5.html. Accessed February 14, 2025.

41 Center for Outbreak Response
Innovation. “APAI A(H%) Scenario-Based
Human Health Risk Assessment for
the United States.” February 11, 2025.
https: / / cori.centerforhealthsecurity.
org/resources/avian-influenza-ah5-
outbreak. Accessed February 14, 2025.

42 Ibid.

43 Mandavilli, Apoorva. “Bird Flu is
Spreading. Why Aren’t More People
Getting Tested?” The New York Times.

July 17, 2024. https: / /www.nytimes.
com /2024 /07 /17 /health /bird-flu-tests.
html. Accessed February 14, 2025.

44 Centers for Disease Control and
Prevention. “Bird Flu Response Update
November 18, 2024.” November 18,
2024. https:/ /www.cdc.gov/bird-flu/
spotlights /h5n1-response-11152024.
html. Accessed February 14, 2025.

TFAH < tfah.org 75



45 U.S. Department of Agriculture.

“USDA Announced New Federal Order,
Begins National Milk Testing Strategy
to Address H5N1 in Dairy Herds.”

Press release: December 6, 2024.
https:/ /www.usda.gov /about-usda,/
news /press-releases,/2024,/12 /06 /
usda-announces-new-federal-order-
begins-national-milk-testing-strategy-
address-hbnl-dairy-herds. Accessed
February 14, 2025.

46 Ibid.

47 Mellis, Alexandra M., Joseph Coyle,

Kristen E. Marshall, et al. “Serologic
Evidence of Recent Infection with Highly
Pathogenic Avian Influenza A(H5) Virus
Among Dairy Workers — Michigan and
Colorado, June-August 2024.” Morbidity
and Mortality Weekly Report, 73(44): 1004
1009, November 7, 2024. https:/ /www.
cdc.gov/mmwr /volumes /73 /wr/
mm7344a3.htm?s_cid=mm?7344a3 w.
Accessed February 14, 2025.

48 Maxmen, Amy, Arthur Allen, and KFF

Health News. “Lack of Bird Flu Tests
Could Hide Pandemic Warning Signs.”
Scientific American, June 12, 2024.

https: / /www.scientificamerican.com /
article /lack-of-bird-flu-tests-could-hide-
pandemic-warning-signs /. Accessed
February 14, 2025.

49 Centers for Disease Control and

Prevention. “CDC’s Flu Surveillance
Systems Can Detect Avian Influenza
A(Hb5NT1) Virus Infections.” May 8, 2024.
https:/ /www.cdc.gov/ncird /whats-new /
flu-surveillance-avian-influenza-a-H5N1.
html. Accessed February 14, 2025.

50 Centers for Disease Control and

Prevention. “Strengthening Response
to Public Health Threats through
Expanded Laboratory Testing and
Access to Data.” https: / /www.cdc.gov/
csels /dls /preparedlabs /documents /
ExpandedLaboratoryTesting_One-

Pager_508.pdf. Accessed February 14, 2025.

51 Council of State and Territorial

Epidemiologists. “2024 Epidemiology
Capacity Assessment Report.” October 7,
2024. https:/ /eca.cste.org/wp-content /
uploads /2024 ,/09 /2024-ECA-Report_

FINAL-1.pdf. Accessed February 14, 2025.

52 Ibid

TFAH < tfah.org

53 Centers for Disease Control and
Prevention. “Bird Flu Response Update
November 18, 2024.” November 18,
2024. https:/ /www.cdc.gov /bird-flu /
spotlights /hbnl-response-11152024.
html. Accessed February 14, 2025.

54 U.S. Department of Agriculture. “USDA,
HHS Announce New Actions to Reduce
Impact and Spread of H5N1.” Press
release: May 10, 2024. https: / /www.usda.

gov/media/pressreleases,/2024 /05,10 /

usda-hhs-announce-new-actions-reduce-
impact-and-spread-h5n1. Accessed
February 14, 2025.

55 Centers for Disease Control and
Prevention. “How CDC is Monitoring
Influenza Data Among People to People
Understand the Current Avian Influenza
A (H5N1) Situation.” February 14,

2025. https: / /www.cdc.gov /bird-flu/
h5-monitoring /index.html. Accessed
February 14, 2025.

56 Reuters. “US Lab Operator Quest
Diagnostics to Launch Bird Flu Test
at End of October.” October 23, 2024.
https: / /www.reuters.com /business /
healthcare-pharmaceuticals /us-lab-
operator-quest-diagnostics-launch-
bird-flu-test-end-october-2024-10-23 /.
Accessed February 14, 2025.

57 Simoneau, Michaela, Sophia Hirshfield,
and Maclane Speer. “The United States
Needs to Step Up Its Response to Bird
Flu.” Center for Strategic & International
Studies, December 19, 2024. https:/ /
features.csis.org,/US-bird-flu-response /.
Accessed February 14, 2025.

58 Mellis, Alexandra M., Joseph Coyle,
Kristen E. Marshall, et al. “Serologic

Evidence of Recent Infection with Highly

Pathogenic Avian Influenza A(H5) Virus
Among Dairy Workers — Michigan and

Colorado, June-August 2024.” Morbidity

and Mortality Weekly Report, 73(44):
1004-1009, November 7, 2024. https:/ /
www.cdc.gov/mmwr /volumes /73 /wr/
mm7344a3.htm?s_cid=mm7344a3_w.
Accessed February 14, 2025.

59 National Institute of Allergy and
Infectious Diseases. “NIAID Research
Key to H5N1 Influenza Preparedness
Efforts.” NIAID Now, December 20,
2024. https:/ /www.niaid.nih.gov/news-

events /niaid-research-key-hbnl-influenza-

preparedness-efforts. Accessed February

14, 2025.

60 U.S. Food & Drug Administration.
“Investigation of Avian Influenza A
(H5N1) Virus in Dairy Cattle.” Updated
January 17, 2025. https: / /www.fda.
gov/food /alerts-advisories-safety-
information /investigation-avian-
influenza-h5n1-virus-dairy-cattle. Accessed
February 14, 2025.

61 Administration for Strategic Preparedness
and Response. “ASPR Takes Next Steps to
Prepare Vaccine Against H5 Influenza.”
Press release: October 4, 2024https: / /
aspr.hhs.gov/newsroom /Pages /ASPR-
Next-Steps-Against-H5-Influenza.aspx.
Accessed February 14, 2025.

62 Medical Counter Measures.gov. Influenza
and Emerging Infectious Disease
Therapeutics Program. https:/ /www.
medicalcountermeasures.gov,/barda/
influenza-and-emerging-infectious-diseases /
therapeutics/ Accessed February 14, 2025.

63 Administration for Strategic Preparedness
and Response. “ASPR’s Response to H5N1
Bird Flu.” https: / /aspr.hhs.gov/H5N1/
Pages /default.aspx. Accessed February
14, 2025.

64 Ibid.

65 Administration for Strategic Preparedness
& Response. Press Release. ASPR takes
next steps to prepare vaccine against H5
influenza. October 4, 2024. https: / /aspr.
hhs.gov/newsroom /Pages /ASPR-Next-
Steps-Against-H5-Influenza.aspx Accessed
February 14, 2025.

66 U.S. Department of Agriculture, Animal
and Plant Health Inspection Service.
“USDA Builds on Actions to Protect
Livestock and Public Health from H5N1
Avian Influenza.” Press release: October
30, 2024. https:/ /www.aphis.usda.gov,/
news,/agency-announcements /usda-builds-
actions-protect-livestock-public-health-h5n1-
avian-influenza. Accessed February 14, 2025.

67 LoveLace Jr., Berkeley. “Two Possible
Bird Flu Vaccines Could Be Available
Within Weeks, If Needed.” NBC News,
May 1, 2024. https:/ /www.nbcnews.
com/health /health-news /two-possible-
bird-flu-vaccines-available-weeks-needed-
rcnal49961. Accessed February 14, 2025.



68 U.S. Department of Health and Human
Services. “HHS Provides $176 Million to
Develop Pandemic Influenza mRNA-Based
Vaccine.” Press release: July 2, 2024. https:/ /
www.hhs.gov/about/news /2024 /07 /02 /
hhs-provides-176-million-develop-pandemic-
influenza-mrna-based-vaccine.html.
Accessed February 14, 2025.

69 U.S. Department of Health and Human
Services. “HHS Provides $590 Million
to Accelerate Pandemic Influenza
mRNA-based Vaccine Development,
Enhance Platform Capability for Other
Emerging Infectious Disease.” Press
release: January 17, 2025. https: //
public3.pagefreezer.com /browse /HHS.
gov/21-01-2025T07:38 /https: / / www.
hhs.gov/about/news/2025,/01/17/
hhs-provides-590-million-accelerate-
pandemic-influenza-mrna-based-vaccine-
development-enhance-platform-capability-
other-emerging-infectious-disease.html.
Accessed February 14, 2025.

70 National Center for Farmworker Health,
Inc. “H5N1 Bird Flu Response.” https: //
www.ncfh.org /avian_flu_h5n1.html.
Accessed February 14, 2025.

71 National Milk Producers Federation.
“Dairy Cattle: Biosecurity for HHN1
Virus.” July 2024. https: / /www.nmpf.org/
wp-content/uploads /2024 /08 /NMPF-
AABP-Dairy-Cattle-Biosecurity-H5N1-
Virus-1.pdf. Accessed February 14, 2025.

72 Centers for Disease Control and
Prevention. “CDC’s Flu Surveillance
Systems Can Detect Avian Influenza
A(Hb5N1) Virus Infections.” May 8, 2024.
https: / /www.cdc.gov/ncird /whats-new /
flu-surveillance-avian-influenza-a-H5N 1.
html. Accessed February 14, 2025.

73 Public Health Communications
Collaborative. “What Agricultural
Producers Should Know and Do
About H5N1 Bird Flu.” June 28, 2024.
https:/ /publichealthcollaborative.org/
resources /what-agricultural-producers-
should-know-and-do-about-h5n1-bird-
flu/. Accessed February 14, 2025.

74 Colorado Department of Agriculture.
“HPAI in Dairy Cattle.” https: / /
ag.colorado.gov/animal-health /
reportable-diseases /avian-influenza /hpai-
in-dairy-cattle. Accessed February 14, 2025.

75 Colorado Department of Agriculture. “Avian
Influenza.” https: / /ag.colorado.gov,/
animal-health /reportable-diseases /avian-
influenza. Accessed February 14, 2025.

76 Michigan Department of Agriculture and
Rural Development. “Avian Influenza
(Bird Flu).” https: / /www.michigan.gov/
mdard /animals /diseases /avian /avian-
influenza. Accessed February 14, 2025.

77 Ibid.

78 California Department of Public Health.
“Current Bird Flu Situation.” https: / /
www.cdph.ca.gov/Programs /CID /
DCDC/Pages/Bird-Flu.aspx. Accessed
February 14, 2025.

79 Centers for Disease Control and
Prevention. “CDC and Ohio Department
of Health Conduct Influenza A(H5)
Serosurvey at the American Association
of Bovine Practitioners Annual
Conference.” September 20, 2024.
https: / /www.cdc.gov/bird-flu/
spotlights /cdc-ohio-health-department.
html. Accessed February 14, 2025.

80 Wisconsin Department of Health Services.

“Avian Influenza A Virus.” https: / /www.
dhs.wisconsin.gov/influenza /avian.htm.
Accessed February 14, 2025.

81 Bright, Rick. “Why the New Human Case
of Bird Flu Is So Alarming.” The New
York Times, June 2, 2024. https: / /www.
nytimes.com /2024 /06 /02 /opinion /
bird-flu-case-respiratory.html. Accessed
February 14, 2025.

82 Marsh, Thomas L. “Bird Flu, U.S. Cows,
and Economic Consequences.” Think
Global Health, May 14, 2024. https:/ /
www.thinkglobalhealth.org /article /bird-
flu-us-cows-and-economic-consequences.
Accessed February 14, 2025.

83 Center for Outbreak Response
Innovation, Johns Hopkins Bloomberg
School of Public Health. “APAT A(H%)
Scenario-Based Human Health Risk
Assessment for the United States.”
December 5, 2024. Avian Influenza A(H5)
Outbreak | Center for Outbreak Response
Innovation Accessed December 6, 2024.

84 Centers for Disease Control and Prevention.

“Interim Guidance for Employers to
Reduce Exposure to Avian Influenza A
Viruses for People Working with Animals.”
January 10, 2025. https: / /www.cdc.gov,/
bird-flu/prevention /worker-protection-
ppe.html. Accessed February 14, 2025.

85 Fast, Austin. “Nurses Are Waiting

Months for Licenses as Hospital
Staffing Shortages Spread.” NPR,
March 10, 2022. https: / /www.npr.
org,/2022,/03,/10,/1084897499 /
nurses-are-waiting-months-for-licenses-
as-hospital-staffing-shortages-spread.
Accessed February 14, 2025.

86 Ibid.

87 National Council of State Boards of

Nursing. “The Nurse Licensure Compact
and COVID-19 - a Tale of Two States.”
June 1, 2020. https: / /www.ncsbn.org /
news/the-nurse-licensure-compact-and-
covid19-a-tale-of-two-states. Accessed
February 14, 2025.

88 Schairer, Marilyn. “Massachusetts to

Allow Out-of-State Nurses to Work in the
Commonwealth.” GBH News, November
21, 2024. https: / /www.wgbh.org/news /
local /2024-11-21 / massachusetts-to-
allow-out-of-state-nurses-to-work-in-the-
commonwealth. Accessed February 14,

2025.

89 Massachusetts Health & Hospital

Association. “Massachusetts Hospitals,
Nursing Leaders Celebrate Passage

of Nurse Licensure Compact.” Press
release: November 15, 2024. https: / /
www.mhalink.org /news /massachusetts-
hospitals-nursing-leaders-celebrate-
passage-of-nurse-licensure-compact /.
Accessed February 14, 2025.

90 National Council of State Boards

of Nursing. “Nurse Licensure

Compact (NLC) Map.” https:/ /www.
nursecompact.com/files/NLC_Map.pdf.
Accessed February 14, 2025.

91 Public Health Accreditation Board.

“Standards & Measures for Initial
Accreditation.” February 2022.
https:/ /phaboard.org/wp-content /
uploads/Standards-Measures-Initial-
Accreditation-Version-2022.pdf.
Accessed February 14, 2025.

TFAH < tfah.org 77



92 Public Health Accreditation Board.
“Standards & Measures for Reaccreditation.”
February 2022. https: / /phaboard.org,/
wp-content /uploads /Standard-Measures-
Version-2022-Reaccreditation.pdf. Accessed
February 14, 2025.

93 Ibid.

94 Public Health Accreditation Board.
“Accreditation Activity.” https: / /
phaboard.org/accreditation-
recognition /accreditation-activity /.
Accessed February 14, 2025.

95 Emergency Management Accreditation
Program. “EMAP Accredited Programs.”
https:/ /www.emap.org/index.php/
what-is-emap /who-is-accredited. Accessed
February 14, 2025.

96 Public Health Activities and Services
Tracking. “About Us.” https:/ /phastdata.
org/about. Accessed February 14, 2025.

97 Association of State and Territorial Health
Officials. “Profile of State and Territorial
Public Health.” 2022. https: / /astho.
shinyapps.io/profile /#close. Accessed
February 14, 2025.

98 National Association of County and
City Health Officials. “2019 National
Profile of Local Health Departments.”
NACCHO, 2020. https:/ /www.naccho.
org/uploads /downloadable-resources /
Programs/Public-Health-Infrastructure /
NACCHO_2019_Profile_final.pdf.
Accessed February 14, 2025.

99 Water Resources Mission Area. “Domestic
Water Use.” U.S. Geological Survey,
March 1, 2019. https: / /www.usgs.gov /
mission-areas /water-resources/science /
domestic-water-use?qt-science_center_
objects=0#qt-science_center_objects.
Accessed February 14, 2025.

100 U.S. Environmental Protection Agency.
“National Primary Drinking Water
Regulations.” Updated December 12,
2024. https:/ /www.epa.gov/ground-
water-and-drinking-water /national-
primary-drinking-water-regulations.
Accessed February 14, 2025.

78 TFAH < tfah.org

101 U.S. Environmental Protection Agency.

“Safe Drinking Water Information System
(SDWIS) Federal Reporting Services.”
Updated March 14, 2024. https:/ /www.
epa.gov/ground-water-and-drinking-
water /safe-drinking-water-information-
system-sdwis-federal-reporting. Accessed
February 14, 2025.

102 Ibid.

103 Centers for Disease Control and

Prevention. “Waterborne Disease in
the United States.” November 6, 2024.
https:/ /www.cdc.gov /healthy-water-
data/waterborne-disease-in-us /index.
html. Accessed February 14, 2025.

104 Peterson, Brittany. “Contaminated

Drinking Water Is a Growing Concern
for Cities Facing Wildfires.” Associated
Press, January 14, 2025. https: / /apnews.
com /article / california-los-angeles-
wildfires-drinking-water-contamination-
121cc5d8ff22e577342¢7fa79de791ae.
Accessed February 14, 2025.

105 Reidmiller, David, Christopher W. Avery,

Alexa Jay, et al. “Fourth National Climate
Assessment, Volume II: Impacts, Risks,
and Adaptation in the United States.”
U.S. Global Change Research Program,
2018. https: / /nca2018.globalchange.
gov/. Accessed February 14, 2025.

106 Robertson, Campbell, and Richard Fausset.

“Another Challenge for Hardest-Hit Parts
of Florida: Finding Clean Drinking Water.”
The New York Times, October 1, 2022.
https:/ /www.nytimes.com /2022 /10,01 /
us/florida-water-hurricane-ian.html.
Accessed February 14, 2025.

107 Ibid.

108 Flavelle, Christopher, Rick Rojas, Jim

Tankersley, and Jack Healy. “Mississippi
Crisis Highlights Climate Threat to
Drinking Water Nationwide.” The New
York Times, September 1, 2022. https: //
www.nytimes.com /2022 /09 /01 /

us /mississippi-water-climate-change.
html?searchResultPosition=5. Accessed
February 14, 2025.

109 Allen, Jonathan. “Running Water

Scarce in Jackson, Mississippi, After
Frigid Weather.” Reuters, December

29, 2022. https:/ /www.reuters.com /
world /us /running-water-again-
scarce-jackson-mississippi-after-frigid-
weather-2022-12-29 /. Accessed February
14, 2025.

110 Samuels, Roberts, and Emmanuel

Martinez. “The Problems in the Pipes.”
The Washington Post, February 18, 2023.
https: / /www.washingtonpost.com /
nation/interactive /2023 /jackson-
mississippi-water-crisis /. Accessed
February 14, 2025.

111 Reily, Ross. “Jackson Water System Handed

to the ‘Elon Musk of the Water Utility
Industry.”” Clarion Ledger, November 30,
2022. https: / /www.clarionledger.com /
story/news /2022 /12 /01 /jackson-
water-system-called-utility-industry-elon-
musk /69688444007 /. Accessed February
14, 2025.

112 Wang, Amy B. “Biden Administration

Sending $115 Million to Address
Jackson, Miss., Water Crisis.” The
Washington Post, June 6, 2023.

https: / /www.washingtonpost.com /
politics /2023 /06 /06 /biden-water-
jackson-mississippi/. Accessed February
14, 2025.

113 Fortin, Jacey. “Storms, Rising Seas

and Salty Drinking Water Threaten
Lower Louisiana.” The New York
Times, November 15, 2023. https:/ /
www.nytimes.com /2023 /11/15/
us/louisiana-saltwater-climate.html.
Accessed February 14, 2025.

114 U.S. Army Corps of Engineers. “USACE

Begins Construction of Mississippi
River Saltwater Barrier.” Press release:
July 12, 2023. https: / /www.mvn.usace.
army.mil /Media/News-Releases /
Article /3455897 / usace-begins-
construction-of-mississippi-river-
saltwater-barrier/. Accessed February

14, 2025.

115 Joshua Partlow. “The Colorado River

Drought Crisis: How Did This Happen?
Can It Be Fixed?” The Washington

Post, February 5, 2023. https: / /
www.washingtonpost.com /climate-
environment /2023 /02 /05 /colorado-
river-drought-explained /. Accessed
February 14, 2025.

116 Barrett, Mark, Jacob Flannick, and Nick

Madigan. “A Deluge of Rain Poured Out
of the Heavens. But There’s Still No
Drinking Water.” The New York Times,
October 4, 2024. https: / /www.nytimes.
com /2024 ,/10/04/us/hurricane-
helene-asheville-water.html. Accessed
February 14, 2025.



117 Medina, Eduardo. “Asheville Gets
Drinkable Tap Water Back After
Hurricane Helene.” The New York
Times, November 19, 2024. https://
www.nytimes.com /2024 /11,/19 /us/
asheville-water-hurricane-helene.html.
Accessed February 14, 2025.

118 Morales, Christina. “Asheville Has Tap
Water, but No One Knows When It
Will Be Drinkable.” The New York Times,
October 24, 2024. https:/ /www.nytimes.
com /2024 ,/10/24 /us /ashevillenc-
drinking-water-helene.html. Accessed
February 14, 2025.

119 U.S. Environmental Protection Agency.
“50 Years of Drinking Water Research.”
December 2, 2020. Updated December
3,2024. https:/ /www.epa.gov,/
sciencematters /50-years-drinking-water-
research. Accessed February 14, 2025.

120 Erdenesanaa, Delger. “PFAS ‘Forever
Chemicals’ Are Pervasive in Water
Worldwide, Study Finds.” The New
York Times, April 8, 2024. Updated
April 14, 2024. https: / /www.nytimes.
com /2024 /04 /08 /climate /pfas-
forever-chemicals-water.html. Accessed
February 14, 2025.

121 U.S. Environmental Protection
Agency. “EPA’s Proposal to Limit
PFAS in Drinking Water.” March
2023. https:/ /www.epa.gov/system /
files/documents /2023-04 / Fact%20
Sheet_PFAS_NPWDR_Final_4.4.23.pdf.
Accessed February 14, 2025.

122 U.S. Environmental Protection Agency.
“Summary of the Clean Water Act.”
Updated June 12, 2024. https: / /www.
epa.gov/laws-regulations /summary-
clean-water-act. Accessed February 14,

2025.

123 U.S. Environmental Protection Agency.
“Summary of the Safe Drinking Water
Act.” Updated July 31, 2024. https:/ /
www.epa.gov/laws-regulations /
summary-safe-drinking-water-act.
Accessed February 14, 2025.

124 Gleick, Peter, Amanda Bielawski, and
Heather Cooley. “The U.S. Infrastructure
Plan: Water Components.” Pacific
Institute. https: / /pacinst.org/the-u-s-
infrastructure-plan-water-components /.
Accessed February 14, 2025.

125 Infrastructure Investment and Jobs
Act. H.R.3684, November 15, 2021.
https:/ /www.congress.gov/bill /117th-
congress /house-bill /3684. Accessed
February 14, 2025.

126 The White House. “Fact Sheet:
Biden-?Harris Administration
Transforms Nation’s Infrastructure,
Celebrates Historic Progress in
Rebuilding America for the Three-
Year Anniversary of the Bipartisan
Infrastructure Law.” November 15,
2024. https: / /bidenwhitehouse.
archives.gov /briefing-room /
statements-releases /2024 /11 /15 /
fact-sheet-biden-%E2%81%A0harris-
administration-transforms-nations-
infrastructure-celebrates-historic-
progress-in-rebuilding-america-for-the-
three-year-anniversary-of-the-bipartisan-
infrast /. Accessed February 14, 2025.

127 U.S. Environmental Protection
Agency. “EPA’s Lead and Copper
Rule Improvements.” October 2024.
https: / /www.epa.gov/system /files /
documents /2024-10 /final_lcri_fact-
sheet_general_public.pdf. Accessed
February 14, 2025.

128 The National Health Security
Preparedness Index. “Prepared.”
September 28, 2021. https:/ /nhspi.
org/. Accessed February 14, 2025.

129 U.S. Environmental Protection Agency.
“Private Drinking Water Wells.” Updated
January 6, 2025. https: / /www.epa.gov/
privatewells. Accessed February 14, 2025.

130 Ibid.

131 Williamson, Molly Weston. “The State of
Paid Time Off in the U.S. in 2024.” Center
for American Progress, January 17, 2024.
https:/ /www.americanprogress.org,/
article /the-state-of-paid-time-off-in-the-u-
s-in-2024. Accessed February 14, 2025.

132 Mehta, Sapna, and Jessica Milli.
“Millions of Working People Still Don’t
Have Access to a Single Paid Sick Day.”
The Center for Law and Social Policy, May
31, 2023. https:/ /www.clasp.org/
publications /report /brief /millions-
of-working-people-still-dont-have-access-
to-a-single-paid-sick-day/. Accessed
February 14, 2025.

133 National Partnership for Women and
Families. “Paid Sick Days Improve Public
Health.” Fact Sheet, November 2023.
https: / /nationalpartnership.org,/
wp-content/uploads /2023 /02 /paid-
sick-days-improve-our-public-health.pdf.
Accessed February 14, 2025.

134 U.S. Bureau of Labor Statistics.
“Employee Benefits.” https: / /www.
bls.gov/ncs/ebs /benefits /2019 /
ownership/civilian /table31a.pdf.
Accessed February 14, 2025.

135 Rho, Hye Jin, Hayley Brown, and Shawn
Fremstad. “A Basic Demographic Profile
of Workers in Frontline Industries.” Center
Jfor Economic and Policy Research, April
2020. https:/ /cepr.net /wp-content /
uploads /2020 /04 /2020-04-Frontline-
Workers.pdf. Accessed February 14, 2025.

136 Blau, Francine D., Pamela A. Meyerhofer,
and Josefine Koebe. “Essential and
Frontline Workers in the COVID-19 Crisis
(UPDATED).” EconoFACT, March 22,
2022. https: / /econofact.org /essential-
and-frontline-workers-in-the-covid-19-
crisis. Accessed February 14, 2025.

137 Kumar, Supriya, John J. Grefenstette,
David Galloway, et al. “Policies to Reduce
Influenza in the Workplace: Impact
Assessments Using an Agent-Based
Model.” American Journal of Public Health,
103(8): 1406-1411, 2013. https: / /www.
ncbi.nlm.nih.gov/pubmed /23763426.
Accessed February 14, 2025.

138 Pichler, Stefan, and Nicolas Robert
Ziebarth. “The Pros and Cons of Sick Pay
Schemes: Contagious Presenteeism and
Noncontagious Absenteeism Behaviour.”
Vox EU, CEPR, May 12, 2018. https://
voxeu.org/article /pros-and-cons-sick-
pay. Accessed February 14, 2025.

139 Ibid.

140 National Partnership for Women and
Families. “Paid Sick Days Improve Public
Health.” Fact Sheet, November 2023.
https: / /nationalpartnership.org/
wp-content /uploads /2023 /02 / paid-
sick-days-improve-our-public-health.pdf.
Accessed February 14, 2025.

TFAH < tfah.org 79



141 Moritz, Erin D., Shideh Delrahim

Ebrahim-Zadeh, Beth Wittry, et

al. “Foodborne Illness Outbreaks

at Retail Food Establishments —
National Environmental Assessment
Reporting System, 25 State and Local
Health Departments, 2017-2019.”
Morbidity and Mortality Weekly Report,
Surveillance Summaries, 72(6): 1-11,
June 2, 2023. https:/ /www.cdc.gov/
mmwr /volumes /72 /ss /ss7206al.
htm?s_cid=ss7206al_w. Accessed
February 14, 2025.

142 Pichler, Stefan, Katherine Wen, and

Nicolas R. Ziebarth. “COVID-19
Emergency Sick Leave Has Helped
Flatten the Curve in the United
States.” Health Affairs, 39(12),
October 15, 2020. https: / /www.
healthaffairs.org,/doi/10.1377 /
hlthaff.2020.00863#:~:text=Our %20
findings%20show%20that %20
states,mandates% 20before %20
enactment%200f%20the. Accessed
February 14, 2025.

143 Ibid.

144 Fields, Samantha. “Congress Lets

Paid Sick, Family and Medical Leave
Mandate Expire.” Marketplace, January
1, 2021. https: / /www.marketplace.
org/2021,/01/01/congress-lets-paid-
sick-family-and-medical-leave-mandate-
expire/. Accessed February 14, 2025.

145 Pichler, Stefan, Katherine Wen, and

Nicolas R. Ziebarth. “COVID-19
Emergency Sick Leave Has Helped
Flatten the Curve in the United
States.” Health Affairs, 39(12),
October 15, 2020. https:/ /www.
healthaffairs.org,/doi/10.1377 /
hlthaff.2020.00863#:~:text=Our %20
findings %20show%20that %20
states,mandates % 20before %20
enactment%200f%20the. Accessed
February 14, 2025.

146 Internal Revenue Service. “Under the

American Rescue Plan, Employers Are
Entitled to Tax Credits for Providing
Paid Leave to Employees.” Fact Sheet,
April 2021. https: / /www.irs.gov/
newsroom /employer-tax-credits-for-
employee-paid-leave-due-to-covid-19.
Accessed February 14, 2025.

TFAH < tfah.org

147 Ranji, Usha, Michelle Long, and

Alina Salganicoff. “Coronavirus Puts a
Spotlight on Paid Leave Policies.” KFF,
December 14, 2020. https: / /www.kff.
org,/ coronavirus-covid-19 /issue-brief /
coronavirus-puts-a-spotlight-on-paid-leave-
policies /. Accessed February 14, 2025.

148 Paycor. “Paid Sick Leave Laws by State for

2025.” November 5, 2024. https: / /www.
paycor.com /resource-center /articles /
paid-sick-leave-laws-by-state /. Accessed
February 14, 2025.

149 Peters, Elizabeth H., John Marotta, and

Emily Barmhall. “State Preemption of
Local Paid Sick Days Ordinances.” Urban
Institute, October 29, 2020. https: / /
www.urban.org /research /publication /
state-preemption-local-paid-sick-days-or-
dinances. Accessed February 14, 2025.

150 Illinois Department of Labor. “Paid

Leave for All Workers Act FAQ.” https://
labor.illinois.gov /faqs /paidleavefaq.
html. Accessed February 14, 2025.

151 Carrazana, Chabeli. “Three states Had

Paid Leave on The Ballot. Voters in
Each One Overwhelming Approved
Them.” The 19th, November 7, 2024.
https:/ /19thnews.org /2024 /11 /
missouri-alaska-nebraska-approve-paid-
sick-leave /. Accessed February 14, 2025.

152 Bureau of Labor Statistics. “Labor Force

Statistics from the Current Population
Survey.” https: / /www.bls.gov/cps /.
Accessed February 14, 2025.

153 Ibid.

154 Centers for Disease Control and

Prevention. “Flu Vaccination Coverage,
United States, 2023-24 Influenza
Season.” September 20, 2024. Flu
Vaccination Coverage, United States,
2023-24 Influenza Season | FluVaxView
| CDC Accessed February 19, 2025.

155 Centers for Disease Control and

Prevention. “Flu Burden Prevented

by Vaccination.” January 14, 2025.
https:/ /www.cdc.gov/flu-burden /
php/data-vis-vac /index.html. Accessed
February 14, 2025.

156 Centers for Disease Control and
Prevention. “Influenza Vaccination
Coverage for Persons 6 Months and
Older.” May 28, 2021. https:/ /www.cdc.
gov/fluvaxview /interactive /general-
population-coverage.html. Accessed
February 14, 2025.

157 Centers for Disease Control and
Prevention. “Flu Vaccination Coverage,
United States, 2023-24 Influenza
Season.” September 20, 2024. https:/ /
www.cdc.gov/fluvaxview / coverage-
by-season /2023-2024.html. Accessed
February 14, 2025.

158 Centers for Disease Control and
Prevention. “Flu and Healthy Lives for
AlL” January 17, 2025. https: / /www.
cdc.gov/flu/healthy-living /?CDC_
AAref_Val=https:/ /www.cdc.gov/flu/
health-equity /index.html. Accessed
February 14, 2025.

159 U.S. Department of Health and Human
Services. “Increase the Proportion of
People Who Get the Flu Vaccine Every
Year—IID-09.” Healthy People 2030.
https: / /health.gov/healthypeople /
objectives-and-data,/browse-objectives /
vaccination /increase-proportion-
people-who-get-flu-vaccine-every-year-
iid-09. Accessed February 14, 2025.

160 Leuchter, Richard K., Nicholas J. Jackson,
John N. Mafi, and Catherine A. Sarkisian.
“Association Between Covid-19 Vaccination
and Influenza Vaccination Rates.” New
England Journal of Medicine, 386: 2531-
2532, June 30, 2022. https: / /www.nejm.
org/doi/full /10.1056 /NEJMc2204560.
Accessed February 14, 2025.

161 McKenna, Maryn. “The Long Quest for
a Universal Flu Vaccine Finally Takes
Its First Steps.” Wired, November 10,
2023. https: / /www.wired.com /story /
the-long-quest-for-a-universal-flu-vaccine-
finally-takes-its-first-steps /. Accessed
February 14, 2025.

162 Nirappil, Fenit. “What to Know
About Moderna’s Combined Covid-
Flu Vaccine on the Horizon.” The
Washington Post, June 10, 2024.
https: / /www.washingtonpost.com /
health /2024 /06 /10 /covid-flu-
combined-vaccine-moderna/. Accessed
February 14, 2025.



163 Moderna, Inc. “Moderna Announces
Positive Phase 3 Data for Combination
Vaccine Against Influenza and
COVID-19.” Press release: June 10,
2024. https:/ /investors.modernatx.
com/news/news-details /2024 /
Moderna-Announces-Positive-Phase-3-
Data-for-Combination-Vaccine-Against-
Influenza-and-COVID-19-/default.aspx.
Accessed February 14, 2025.?

164 U.S. Food and Drug Administration.
“FDA Approves Nasal Spray
Influenza Vaccine for Self- or
Caregiver-Administration.” Press
release: September 20, 2024.
https:/ /www.fda.gov,/news-
events/press-announcements,/
fda-approves-nasal-spray-influenza-
vaccine-self-or-caregiver-administration.
Accessed February 14, 2025.

165 Jewett, Christina. “Nasal Flu Vaccine
Is Approved for At-Home Use.”
The New York Times, September
20, 2024. https:/ /www.nytimes.
com /2024 ,/09,/20 /health /nasal-
flu-vaccine-approved.html. Accessed
February 14, 20252.

166 National Conference of State
Legislatures. “State Public Health
Legislation Database.” Updated January
17, 2025. https: / /www.ncsl.org/
health /state-public-health-legislation-
database. Accessed February 14, 2025.

167 Centers for Disease Control and
Prevention. “Influenza Vaccination
Coverage for Persons 6 Months and
Older.” May 28, 2021. https:/ /www.cdc.
gov/fluvaxview /interactive /general-
population-coverage.html. Accessed

February 14, 2025.

168 Institute of Medicine, Committee on
Quality of Health Care in America. “To Err
is Human: Building a Safer Health System.”
National Academies Press, 2000. https:/ /
pubmed.ncbi.nlm.nih.gov /25077248 /.
Accessed February 14, 2025.

169 Bates, David W., and Hardeep Singh.
“Two Decades Since To Err Is Human:
An Assessment of Progress and
Emerging Priorities in Patient Safety.”
Health Affairs, 37(11), November
2018. https:/ /www.healthaffairs.
org/doi/10.1377 /hlthaff.2018.0738.
Accessed February 14, 2025.

170 American Hospital Association. ‘AHA
Patient Safety Initiative.” https: / /www.
aha.org/aha-patient-safety-initiative.
Accessed February 14, 2025.

171 McMains, Vanessa. “Johns Hopkins
Study Suggests Medical Errors Are Third
Leading Cause of Death in U.S.” Johns
Hopkins University HUB, May 3, 2016.
https:/ /hub.jhu.edu,/2016,/05,/03 /
medical-errors-third-leading-cause-of-
death /. Accessed February 14, 2025.

172 Leapfrog Hospital Safety Grade. “Errors,
Injuries, Accidents, Infections.” http: / /
www.hospitalsafetygrade.org /what-is-
patient-safety /errors-injuries-accidents-
infections. Accessed February 14, 2025.

173 Richterman, Aaron, Eric A. Meyerowitz,
and Muge Cevik. “Hospital-Acquired
SARS-CoV-2 Infection: Lessons for
Public Health.” JAMA, 324(21): 2155-
2156, 2020. https: / /jamanetwork.com /
journals/jama/fullarticle /2773128.
Accessed February 14, 2025.

174 French, Geoffrey, Mary Hulse, Debbie
Nguyen, et al. “Impact of Hospital
Strain on Excess Deaths During the
COVID-19 Pandemic — United States,
July 2020-July 2021.” Morbidity and
Mortality Weekly Report, 70(46): 1613-
1616, November 19, 2021. https:/ /
www.cdc.gov/mmwr /volumes /70 /wr/
mm7046a5.htm?s_cid=mm7046a5_w.
Accessed February 14, 2025.

175 Leapfrog Hospital Safety Grade.
“Scoring Methodology.” November 4,
2024. https: / /www.hospitalsafetygrade.
org/media/file /Safety-Grade-Scoring-
Methodology-Fall-2024.pdf. Accessed
February 14, 2025.

176 Leapfrog Hospital Safety Grade.
“Fall 2024 Leapfrog Hospital Safety
Grade: State Rankings.” https: / /www.
hospitalsafetygrade.org/media /file /State-
Rankings-Leapfrog-Hospital-Safety-Grades-
Fall2024.pdf. Accessed February 14, 20252.

177 Ibid.

178 Association of Public Health
Laboratories. “About Public Health
Laboratories.” https: / /www.aphl.org /
aboutAPHL /Pages /aboutphls.aspx.
Accessed February 14, 2025.

179 Association of Public Health Laboratories.
“Surge Capacity Planning Tool for
the Laboratory Response Network for
Biological Threats Preparedness (LRN-
B).” Public Health Preparedness and Response,
January 2015. https: / /www.aphl.org/
aboutAPHL /publications /Documents /
PHPR_SurgeCapacityLRNB_JAN2015.
pdf. Accessed February 14, 2025.

180 Ibid.

181 Radley, David C., Jesse C. Baumgartner,
Sara R. Collins, and Laurie C. Zephyrin.
“2023 Scorecard on State Health System
Performance: Americans’ Health
Declines and Access to Reproductive
Care Shrinks, But States Have Options.”
The Commonwealth Fund, June 22, 2023.
https:/ /www.commonwealthfund.
org/publications /scorecard /2023 /
jun /2023-scorecard-state-health-system-
performance. Accessed February 14, 2025.

182 Radley, David C., Arnav Shah, Sara R.
Collins, et al. “Advancing Racial Equity in
U.S. Health Care: The Commonwealth
Fund 2024 State Health Disparities
Report.” The Commonwealth Fund, April 18,
2024. https: / /www.commonwealthfund.
org/ publications /fund-reports /2024 /
apr/advancing-racial-equity-us-health-
care. Accessed February 14, 2025.

183 Centers for Disease Control and
Prevention. “Electronic Case Reporting:
Healthcare Facilities Live for eCR.”
February 12, 2025. https: / /www.cdc.
gov/ecr/php/healthcare-facilities /
index.html. Accessed February 14, 2025.

184 Centers for Disease Control and
Prevention. “Notable Data Modernization
Milestones: 2019 — 2024.” December 19,
2024. https: / /www.cdc.gov/surveillance /
data-modernization /milestones.html.
Accessed February 14, 2025.

185 Centers for Disease Control and
Prevention. “About the Center for
Forecasting and Outbreak Analytics.”
April 11, 2024. https: / /www.cdc.gov/
forecast-outbreak-analytics /about /
index.html. Accessed February 14, 2025.

186 Data: Elemental to Health. “Modernize
Public Health Data: A Call to Congress.”
www.cste.org,/resource /resmgr,/
data_health /DMI_Costs_One_Pager_
FINAL_08.pdf. Accessed February 14,
2025.

TFAH < tfah.org 81



82

187 ChangeLab Solutions. “Help Ensure

That Public Health Professionals Can
Continue to Protect Community Well-
Being.” https: / /www.changelabsolutions.
org/sites /default /files /2024-05 /Help-
Ensure-That-Public-Health-Professionals-
Can-Continue-to-Protect-Community-
Well-Being_FINAL_20240520A.pdf.
Accessed February 14, 2025.

188 National Association of County and City

Health Officials. “Statement of Policy:
Public Health Authority.” February 2024.
https: / /www.naccho.org/uploads/
downloadable-resources /24-02-Public-
Health-Authority_Final_Updated_03-05-24.
pdf. Accessed February 14, 2025.

189 ChangelLab Solutions. “How Recent

Changes to Public Health Authority
Affect Prevention of Infectious Diseases:
Focusing on HIV, Viral Hepatitis,

STDs, & Tuberculosis.” https: / /www.
changelabsolutions.org /sites /default /
files /2024-07 /How-Changes-to-Public-
Health-Authority-Affect-Prevention-
of-Diseases_FINAL_20240731A.pdf.
Accessed February 14, 2025.

190 Forge, William, William Roper, Jeffrey

Koplan, et al. “Eight Former CDC
Directors: Hollowing Out the CDC

Is a Prescription for Disaster.” STAT,
September 5, 2024. https: / /www.
statnews.com /2024 /09 /05 /cdc-direc-
tors-funding-core-mission /?utm_cam-
paign=dc_diagnosis&utm_medi-
um=email&_hsenc=p2ANqtz-B4h_0x-
t4ZSwBX0_YvwN_4LpTKzzdRhYeK94C-
M1OtXQROQINHyqWvWt1AOaltKUu-
FuzulSJIGIYZhQ7LAil91r7qY4zg8&_
hsmi=323174561&utm_con-
tent=323174561&utm_source=hs_email.
Accessed February 14, 2025.

191 Christopher, Gail C., Emily B.

Zimmerman, Anita Chandra, and

Laurie T. Martin (eds.). “Charting a
Course for an Equity-Centered Data
System: Recommendations from the
National Commission to Transform
Public Health Data Systems.” Robert Wood
Johnson Foundation, October 19, 2021.
https:/ /www.nationalcollaborative.
org/wp-content /uploads,/2021,/10/
RW]JF-Transforming-Public-Health-Data-
Systems.pdf. Accessed February 14, 2025.

TFAH < tfah.org

192 ChangeLab Solutions. “How Recent

Changes to Public Health Authority
Affect Prevention of Infectious Diseases:
Focusing on HIV, Viral Hepatitis,

STDs & Tuberculosis.” July 31, 2024.
https: / /www.changelabsolutions.
org/sites /default /files /2024-07 /
How-Changes-to-Public-Health-
Authority-Affect-Prevention-of-Diseases_
FINAL_20240731A.pdf. Accessed
February 14, 2025.

193 Centers for Disease Control and

Prevention. “Ten Great Public Health
Achievements — United States, 1900-
1999.” Morbidity and Mortality Weekly
Report, 48(12): 241-243, April 2, 1999.
https: / /www.cdc.gov/mmwr / preview /
mmwrhtml/00056796.htm. Accessed
February 14, 2025.

194 Centers for Disease Control and

Prevention. “Achievements in Public
Health, 1900-1999: Control of Infectious
Diseases.” 48(29): 621-629, July 30, 1999.
https:/ /www.cdc.gov/mmwr /preview /
mmwrhtml/mm4829al.htm. Accessed
February 14, 2025.

195 Centers for Disease Control and

Prevention. Mortality and Morbidity

Weekly Report. “Ten Great Public

Health Achievements — United States,
1900 - 1999. Ten Great Public Health
Achievements — United States, 1900-1999
Accessed February 14, 2025.

196 Hania El Banhawi, Sulayman Chowdhury,

Margherita, et al. “Socio-Economic Value
of Adult Immunisation Programmes.”
OHE, April 2024. https:/ /www.ohe.org/
publications /the-socio-economic-value-
of-adult-immunisation-programmes /.
Accessed February 14, 2025.

197 Centers for Disease Control and

Prevention. “Core Elements of
Antibiotic Stewardship.” April 12, 2024.
https:/ /www.cdc.gov/antibiotic-use /
core-elements /index.html. Accessed
February 14, 2025.

198 Centers for Disease Control and

Prevention. “National Healthcare Safety
Network.” February 3, 2025. https: / /
www.cdc.gov/nhsn /index.html.
Accessed February 14, 2025.

199 Trust for America’s Health. “Promoting
Health and Cost Control in States:
How States Can Improve Community
Health & Well-being Through Policy
Change.” Policy Brief, July 2019.
https: / /www.tfah.org /wp-content /
uploads /2019 /11 /TFAH-2019-
PHACCS-PaidFamLeave-Fnl.pdf.
Accessed February 14, 2025.

200 Ahrens, Katherine A., Teresa Janevic, Erin
Strumpf, et al. “Paid Family Leave and
Prevention of Acute Respiratory Infections
in Young Infants.” JAMA Pediatrics,
178(10): 1057-1065, August 26, 2024.
https:/ /jamanetwork.com /journals /
Jjamapediatrics /article-abstract /2822790.
Accessed February 14, 2025.

201 World Health Organization. “Ensuring
a Coordinated and Effective Mental
Health Response in Emergencies.”
https: / /www.who.int /activities /
ensuring-a-coordinated-and-effective-
mental-health-response-in-emergencies.
Accessed February 14, 2025.

202 Substance Abuse and Mental Health
Services Administration. “Greater
Impact: How Disasters Affect People of
Low Socioeconomic Status.” SAMHSA
Disaster Technical Assistance Center
Supplemental Research Bulletin, July
2017. https: / /www.samhsa.gov /sites /
default /files /dtac/srb-low-ses_2.pdf.
Accessed February 14, 2025.

203 U.S. Government Accountability Office.
“COVID-19: Federal Efforts Could Be
Strengthened by Timely and Concerted
Actions.” GAO-20-701, September 21,
2020. https: / /www.gao.gov /reports /
GAO-20-701 /. Accessed February 14, 2025.

204 Harvey, Melissa. “Using the Energy
Sector As a Model for Healthcare
Reliability.” U.S. Department of
Homeland Security, presentation at
2019 National Healthcare Preparedness
Conference, December 5, 2019.
Accessed February 14, 2025.

205 National Registry of Emergency Medical
Technicians. “The EMS Compact.”
https: / /www.nremt.org/rwd /public /
document /replica. Accessed February
14, 2025.

206 The American College of Surgeons.
“Uniform Emergency Volunteer Health
Practitioners Act.” https: / /www.facs.
org/advocacy/state /uevhpa. Accessed
February 14, 2025.



207 TRACIE Healthcare Emergency
Preparedness Information Gateway.
“Topic Collection: Crisis Standards of
Care.” U.S. Department of Health and Human
Services. https: / /asprtracie.hhs.gov/
technical-resources /63 / crisis-standards-
of-care /0. Accessed February 14, 2025.

208 National Academies of Sciences
Engineering and Medicine. “Crisis
Standards of Care: Ten Years of
Successes and Challenges from the Past
Ten Years: Proceedings of a Workshop.”
The National Academies Press, 2020.
https: / /www.nationalacademies.org/
our-work / crisis-standards-of-care-
successes-and-challenges-from-the-past-
ten-years-—-a-workshop. Accessed February

14, 2025.

209 National Weather Service. “Weather
Related Fatality and Injury Statistics:
Weather Fatalities 2023.” https: / /
www.weather.gov/hazstat /. Accessed
February 14, 2025.

210 U.S. Environmental Protection Agency.
“Why Indoor Air Quality is Important to
Schools.” Updated November 12, 2024.
https: / /www.epa.gov /iaqg-schools /why-
indoor-air-quality-important-schools.
Accessed February 14, 2025.

211 Johns Hopkins Bloomberg School
of Public Health Center for Health
Security. “Model Clean Indoor Air
Act.” Center for Health Security. https:/ /
centerforhealthsecurity.org / our-work /
research-projects /indoor-air-quality /
model-clean-indoor-air-act. Accessed
February 14, 2025.

212 Prescott, Nina, Mike Henchen, Emma
(Emmanuelle) Hines, and Brady Seals.
“The Need for US Indoor Air Quality
Guidelines.” RMI, October 11, 2023.
https: / /rmi.org/the-need-for-us-
indoor-air-quality-guidelines /. Accessed
February 14, 2025.

213 U.S. Food & Drug Administration.
“Recalls, Market Withdrawals, &
Safety Alerts,” Updated February 14,
2025. https: / /www.fda.gov /safety /
recalls-market-withdrawals-safety-alerts.
Accessed February 14, 2025.

214 Centers for Disease Control and
Prevention. “Outbreaks of E.coli
Infections.” December 18, 2024.
https: / /www.cdc.gov/ecoli/outbreaks /
index.html. Accessed February 14, 2025.

215 Centers for Disease Control and
Prevention. “Reports of Selected
Salmonella Outbreak Investigations.”
Updated September 6, 2024. https: / /
www.cdc.gov/salmonella,/outbreaks.
html. Accessed February 14, 2025.

216 Centers for Disease Control and
Prevention. “Estimates of Foodborne
Illness in the United States.” Updated
November 5, 2018. https: / /www.cdc.
gov/foodborneburden /index.html.
Accessed February 14, 2025.

217 Environmental Working Group. “PFAS
Contamination in the U.S. November
20, 2024.” https:/ /www.ewg.org/
interactive-maps/pfas_contamination /.
Accessed February 14, 2025.

218 Agency for Toxic Substances and Disease
Registry. “How PFAS Impacts Your
Health.” Centers for Disease Control and
Prevention, November 12, 2024. https:/ /
www.atsdr.cdc.gov/pfas /about /health-
effects.html. Accessed February 14, 2025.

219 U.S Chemical Safety Board. “U.S Chemical
Safety Board Releases Investigation
Update into September 2024 Massive
Fire and Toxic Plume at Bio-Lab Facility
in Georgia.” Press release: November 22,
2024. https: / /www.csb.gov /us-chemical-
safety-board-releases-investigation-update-
into-september-2024-massive-fire-and-
toxic-plume-at-bio-lab-facility-in-georgia /.
Accessed February 14, 2025.

220 National Integrated Drought
Information System. “National Drought
Status.” National Oceanic and Atmospheric
Administration. https: / /www.drought.
gov/national. Accessed February 14,
2025.

221 National Integrated Drought Information
System. “Drought Status Update for
the Northeast.” National Oceanic and
Atmospheric Administration, November
14, 2024. https: / /www.drought.gov/
drought-status-updates /drought-status-
update-northeast-2024-11-14. Accessed
February 14, 2025.

222 Gilbert, Mary. “An Unprecedented
Number of Flood Emergencies Have
Ravaged the US. It’'s A Warning of
‘What’s to Come.” CNN, October
25, 2024. https:/ /www.cnn.
com /2024 /10 /25 /weather /record-
numbers-of-an-extreme-warning-show-
the-reality-of-climate-change /index.
html. Accessed February 14, 2025.

223 CBS News. “Hundreds Rescued from
Floodwaters Around Houston as
Millions in Texas, Oklahoma, Remain
Under Threat.” May 4, 2024. https://
www.cbsnews.com /news /houston-texas-
storms-flooding-weather-warnings /.
Accessed February 14, 2025.

224 National Centers for Environmental
Information. “Assessing the Global
Climate in October 2024.” National
Oceanic and Atmospheric Administration,
November 13, 2024. https:/ /www.ncei.
noaa.gov,/news/global-climate-202410.
Accessed February 14, 2025.

225 Goddard Digital Team. “NASA Data
Shows July 22 Was Earth’s Hottest
Day on Record.” NASA, July 29, 2024.
https: / /www.nasa.gov/earth /nasa-data-
shows-july-22-was-earths-hottest-day-on-
record. Accessed February 14, 2025.

226 Salgado, Lillana. “Hottest US City Phoenix
Smashes Heat Streak Record.” Reuters,
September 23, 2024. https: / /www.reuters.
com /world /us /hottest-us-city-phoenix-
smashes-heat-streak-record-2024-09-23 /.
Accessed February 14, 2025.

227 Mitra, Esha, and Joshua Berlinger.
“Indian Capital of Delhi Breaks All-Time
Heat Record, as Authorities Impose
Water Rationing.” CNN, May 29, 2024.
https:/ /www.cnn.com /2024 /05 /29 /
weather /india-heat-record-water-
rationing-intl /index.html. Accessed
February 14, 2025.

228 Debnath, Ramit, Ronita Bardhan, and
Michelle L. Bell. “Lethal Heatwaves
Are Challenging India’s Sustainable
Development.” PLOS Climate, 2(4):
e0000156, April 19, 2023. https:/ /
journals.plos.org/climate /
article?id=10.1371 /journal.pclm.0000156.
Accessed February 14, 2025.

229 NOAA National Centers for
Environmental Information and
Global Precipitation Climatology
Project. “Global Climate Summary
for June 2024.” Climate.gov, July 16,
2024. https:/ /www.climate.gov/news-
features /understanding-climate /global-
climate-summary-june-2024. Accessed
February 14, 2025.

TFAH < tfah.org




230 Stack, Liam. “Nearly 100 Million

Under Heat Advisories as Heat Wave
Lingers.” The New York Times, June

20, 2024. https:/ /www.nytimes.com /
live /2024 /06 /20 /us /heat-wave-news.
Accessed February 14, 2025.

231 Vaidyanathan, Ambarish, Abigail Gates,

Claudia Brown, et al. “Heat-Related
Emergency Department Visits — United
States, May-September 2023.” Morbidity
and Mortality Weekly Report, 73(15):
324-329, April 18, 2024. https: / /www.
cdc.gov/mmwr /volumes /73 /wr/
mm7315al.htm?s_cid=mm?7315al_w.
Accessed February 14, 2025.

232 Addison, Brandi D. “Is Hurricane

Season Over? See Path of Each of the 18
Named Storms That Formed in 2024.”
USA Today Network, November 21, 2024.
https: / /www.statesman.com /story/
weather /hurricane /2024 /11 /21 /2024-
atlantic-hurricane-season-18-tropical-
storms-hurricanes-nhc-tracker-map-
path-texas /76409654007 /. Accessed
February 14, 2025.

233 National Centers for Environmental

Information. “Tornadoes Report
September 2024.” National Oceanic and
Atmospheric Administration. https: / /www.
ncei.noaa.gov/access/monitoring,/
monthly-report /tornadoes /202409.
Accessed February 14, 2025.

234 Declet-Barreto, Juan. “Danger Season

2024: Deadly Heat Waves, Wildfires,
Hurricanes and Flooding Show How
Climate Crisis Advances.” The Equation,
November 20, 2024. https:/ /blog.
ucsusa.org/juan-declet-barreto /danger-
season-2024-deadly-heat-waves-wildfires-
hurricanes-and-flooding-become-more-
frequent-as-climate-crisis-advances /.
Accessed February 14, 2025.

235 Fioresi, Dean. “Franklin Fire in

Malibu Scorches Over 4,000 Acres,
Thousands Remain Evacuated.” CBS
News, December 12, 2024. https: / /blog.
ucsusa.org/juan-declet-barreto /danger-
season-2024-deadly-heat-waves-wildfires-
hurricanes-and-flooding-become-more-
frequent-as-climate-crisis-advances /.
Accessed February 14, 2025.

237 Weber, Christopher, and Noah
Berger. “Wildfire Tears Through
Southern California Community After
Burning Dozens of Homes.” Associated
Press, November 8, 2024. https: / /
apnews.com/article /california-
mountain-fire-winds-los-angeles-
€89f8cad94f132c9700180025e5b05fe.
Accessed February 14, 2025.

238 Carver, Lozano Jayme. “Texas
Firefighters Completely Contain
Panhandle Inferno That Burned
More Than 1 Million Acres.” The Texas
Tribune, March 16, 2024. https:/ /
www.texastribune.org,/2024 /03 /16 /

texas-wildfire-containment-smokehouse-

creek /. Accessed February 14, 2025.

239 Centers for Disease Control and
Prevention.Hb5 Bird Flu: Current
Situation. February 19, 2025. H5 Bird

Flu: Current Situation | Bird Flu | CDC

Accessed February 20, 2025.

240 Centers for Disease Control and
Prevention. “H5N1 Bird Flu Response
Update November 18, 2024.”
November 18, 2024. https:/ /www.
cdc.gov/bird-flu/spotlights /hbn1-
response-11152024.html. Accessed
February 14, 2025.

241 Centers for Disease Control and
Prevention. “CDC Confirms H5N1
Bird Flu Infection in a Child in

California.” Press release: November 22,

2024. https:/ /www.cdc.gov,/media/
releases /2024 /p1122-h5n1-bird-flu.
html. Accessed February 14, 2025.

242 Centers for Disease Control and
Prevention. “First H5Bird Flu Death
Reported in the United States.” Press
release: January 6, 2025. https: //
www.cdc.gov,/media,/releases /2025 /

m0106-h5-birdflu-death.html. Accessed

February 14, 2025.

243 Centers for Disease Control and Pre-
vention. “CDC Confirms First Severe
Case of H6N1 Bird Flu in the United
States.” Press release: December 18,
2024. https: / /www.cdc.gov,/media/
releases /2024 /m1218-h5n1-flu.html.
Accessed February 14, 2025.

244 Centers for Disease Control and Pre-

245 Centers for Disease Control and

Prevention. “Accelerated Subtyping of
Influenza A in Hospitalized Patients.”
January 16, 2025. https: / /www.cdc.gov/
han /2025 /han00520.html. Accessed
February 14, 2025.

246 Stolberg, Sheryl Gay. “Eyeing Potential

Bird Flu Outbreak, Biden Administration
Ramps Up Preparedness.” The New

York Times, January 2, 2025. https:/ /
www.nytimes.com /2025/01 /02 /

us /politics /bird-flu-biden-trump.
html?searchResultPosition=2. Accessed
February 14, 2025.

247 Ca.gov. “Governor Newsom Takes

Proactive Action to Strengthen Robust
State Response to Bird Flu.” Press
release: December 18, 2024. https: //
www.gov.ca.gov,/2024 /12 /18 /
governor-newsom-takes-proactive-action-
to-strengthen-robust-state-response-to-
bird-flu/. Accessed February 14, 2025.

248 U.S. Department of Agriculture.

“USDA Announced New Federal Order,
Begins National Milk Testing Strategy
to Address H5N1 in Dairy Herds.”

Press release: December 6, 2024.
https:/ /www.usda.gov /about-usda/
news /press-releases,/2024 /12 /06 /
usda-announces-new-federal-order-
begins-national-milk-testing-strategy-
address-hbn1-dairy-herds. Accessed
February 14, 2025.

249 Ibid.

250 Mellis, Alexandra M., Joseph Coyle,

Kristen E. Marshall, et al. “Serologic
Evidence of Recent Infection with Highly
Pathogenic Avian Influenza A(H5) Virus
Among Dairy Workers — Michigan and
Colorado, June-August 2024.” Morbidity
and Mortality Weekly Report, 73(44):
1004-1009, November 7, 2024. https:/ /
www.cdc.gov/mmwr /volumes /73 /wr /
mm7344a3.htm?s_cid=mm7344a3_w.
Accessed February 14, 2025.

251 U.S. Food & Drug Administration.

“Investigation of Avian Influenza

A (H5NT1) Virus in Dairy Cattle.”
Updated January 17, 2025. https://
www.fda.gov/food /alerts-advisories-
safety-information /investigation-

avian-influenza-h5n1-virus-dairy-cattle.
Accessed February 14, 2025.

236 Cal Fire. “Current Emergency
Incidents.” https: / /www.fire.ca.gov /
incidents. Accessed February 14, 2025.

vention.H5 Bird Flu: Current Situation.
February 19, 2025. H5 Bird Flu: Current
Situation | Bird Flu | CDC Accessed Feb-
ruary 20, 2025.

84 TFAH < tfah.org



252 United Nations. “WHO Announces Global
Resurgence of Cholera Cases in 2024.”
UN News, June 20, 2024. https:/ /news.
un.org/en/story/2024,/06,/1151296.
Accessed February 14, 2025.

253 Faust, Jeremy Samuel, Benjamin
Renton, Tasce Bongiovanni, et al.
“Racial and Ethnic Disparities in Age-
Specific All-Cause Mortality During
the COVID-19 Pandemic.” JAMA
Network Open, 7(10): €2438918, October
11, 2024. https: / /jamanetwork.
com /journals/jamanetworkopen /
fullarticle /2824690?utm_source=For_
The_Media&utm_medium=referral&utm_
campaign=ftm_links&utm_term=101124.
Accessed February 14, 2025.

254 Goldman, Maya. “Hospitals with COVID
Surges Had Higher Death Rates.” Axios,
September 10, 2024. https:/ /www.axios.
com /2024 /09 /10 / covid-case-surges-
higher-death-rates. Accessed February
14, 2025.

255 Tsai, Yuping, James Singleton,
Megan Lindley, et al. “The COVID-19
Uninsured Program: Nearly 39 Million
Vaccine Doses Were Funded, 2020 -
2022.” Health Affairs, 43(7), July 2024.
https: / /www.healthaffairs.org /doi/
full /10.1377 /hlthaff.2023.00977.
Accessed February 14, 2025.

256 Van Beusekom, Mary. “Survey: COVID
Home Test Results Can Enhance Disease
Tracking.” CIDRAP, University of Minnesota,
October 1, 2024. https: / /www.cidrap.
umn.edu/covid-19/survey-covid-home-
test-results-can-enhance-disease-tracking.
Accessed February 14, 2025.

257 Quinlan, Clarie M., Melisa M. Shah, Carol
E. DeSantis, et al. “Differences in COVID-
19 Outpatient Antiviral Treatment Among
Adults Aged =65 Years by Age Group
— National Patient-Centered Clinical
Research Network, United States, April
2022-September 2023.” Morbidity and
Mortality Weekly Report, 73(39): 876-882,
October 3, 2024. https: / /www.cdc.gov,/
mmwr /volumes /73 /wr/mm7339a3.
htm?s_cid=mm7339a3_w. Accessed
February 14, 2025.

258 Soucheray, Stephanie. “Cancer Diagnoses
Lagged into Year 2 of Pandemic.” CIDRAP,
University of Minnesota, September 9, 2024.
https:/ /www.cidrap.umn.edu/covid-19/
cancer-diagnoses-lagged-year-2-pandemic.
Accessed February 14, 2025.

259 Cai, Miao, Yan Xie, Eric J. Topol, and
Ziyad Al-Aly. “Three-Year Outcomes
of Post-Acute Sequelae of COVID-19.”
Nature Medicine, 30: 1564-1573, May
30, 2024. https:/ /www.nature.com /
articles /s41591-024-02987-8. Accessed
February 14, 2025.

260 Goodman, Brenda. “Covid-19 May
Increase Risk of Heart Attacks, Stokes, and
Death for Three Years After an Infection,
Study Suggests.” CNN, October 9, 2024.
https: / /edition.cnn.com /2024 /10 /09 /
health /covid-heart-attack-stroke-risk /
index.html. Accessed February 14, 2025.

261 Hilser, James R., Neal J. Spencer, Kimia
Afshari, et al. “COVID-19 Is a Coronary
Artery Disease Risk Equivalent and
Exhibits a Genetic Interaction With ABO
Blood Type.” Arteriosclerosis, Thrombosis,
and Vascular Biology, 44(11), October 9,
2024. https: / /www.ahajournals.org/
doi/10.1161 /ATVBAHA.124.321001.
Accessed February 14, 2025.

262 Terlizzi, Emily, and Benjamin Zablotsky.
“Symptoms of Anxiety and Depression
Among Adults: United States, 2019 and
2022.” National Health Statistics Reports,
November 7, 2024. https: / /www.cdc.
gov/nchs/data/nhsr/nhsr213.pdf.
Accessed February 14, 2025.

263 Dewey, Daniel C., Erin Fahle, Thomas
J- Kane, et al. “New Research Finds
Federal Pandemic Relief Aided
Academic Recovery During the 2022-
2023 School Year, Especially Among
Low-Income Districts.” Education
Recovery Scorecard, February 2025.
https: / /educationrecoveryscorecard.
org/wp-content/uploads /2025 /02 /
Pivoting-from-Pandemic-Recovery-to-
Long-Term-Reform-A-District-Level-
Analysis.pdf. Accessed February 14, 2025.

264 Ruhm, Christopher J. “US State
Restrictions and Excess COVID-19
Pandemic Deaths.” JAMA Health Forum,
5(7): 242006, July 26, 2024. https:/ /
jamanetwork.com /journals /jama-
health-forum /fullarticle /2821581.
Accessed February 14, 2025.

265 Pinder, Jeanne. “Long Covid Has Caused
Thousands of U.S. Deaths, C.D.C.
Reports.” Clear Health Costs, January 3,
2024. https: / /clearhealthcosts.com /
blog,/2024 /01 /long-covid-has-caused-
thousands-of-u-s-deaths-c-d-c-reports /.
Accessed February 14, 2025.

266 Al-Aly, Ziyad, Hannah Davis, Lisa
McCorkell, et al. “Long COVID Science,
Research, and Policy.” Nature Medicine,
30: 2148-2164, August 9, 2024. https:/ /
www.nature.com /articles /s41591-024-
03173-6. Accessed February 14, 2025.

267 National Academies of Science,
Engineering, and Medicine. “Long-Term
Health Effects of COVID-19.” National
Academies Press, 2024. https: / /nap.
nationalacademies.org /catalog /27756 /
long-term-health-effects-of-covid-19-
disability-and-function. Accessed
February 14, 2025.

268 Ford, Nicole D., Abraham Agedew,
Alexandra F. Dalton, et al. “Long COVID
and Significant Long COVID-Associated
Activity Limitation Among Adults, by
Jurisdiction - United States, 2023.”
Morbidity and Mortality Weekly Report, 73(50):
1142-1143, December 19, 2024. https: / /
www.cdc.gov/mmwr /volumes /73 /wr/
mm?7350a2.htm?s_cid=mm7350a2_w.
Accessed February 14, 2025.

269 Office of the Assistant Secretary of Health.
“Long Covid: An Update from the Office
of Long COVID Research and Practice.”
U.S. Department of Health and Human Ser-
vices, February 2024. https: / /www.hhs.
gov/sites /default /files /long-covid-up-
date-2024.pdf. Accessed February 14, 2025.

270 Rivera, Rafy and Musa, Amanda. “Puerto
Rico declares public health emergency
as dengue cases surge.” CNN March 28,
2024. Puerto Rico declares public health
emergency as dengue cases surge | CNN
Accessed February 14, 2025.

271 Pan American Health Organization and
the World Health Organization. “Epide-
miological Update: Increase in Dengue
Cases in the Region of the Americas.”
June 18, 2024. https: / /www.paho.org/
sites /default /files /2024-06 /2024-
june-18-phe-epi-update-dengue-en2.
pdf. Accessed February 14, 2025.

272 Munayco, Cesar V., Betsabet Yadira
Valderrama Rosales, Susan Yanett
Mateo Lizarbe, et al. “Notes From the
Field: Dengue Outbreak — Peru, 2023.”
Mortality and Mortality Weekly Report,
73(4): 86-88, February 1, 2024. https: / /
www.cdc.gov/mmwr /volumes /73 /wr/
mm7304a4.htm?s_cid=mm7304a4_w.
Accessed February 14, 2025.

TFAH < tfah.org




273 Kiplagat, Sandra, Noelle Tavale,
Adam Konrote, et al. “Notes from the
Field: Prevalence of Previous Dengue
Virus Infection Among Children and
Adolescents Aged 7-16 Years — American
Samoa, September-October 2023.”
Morbidity and Mortality Weekly Repont,
73(31): 686-688, August 8, 2024. https://
www.cdc.gov/mmwr/volumes /73 /wr/
mm7331a3.htm?s_cid=mm7331a3_w.
Accessed February 14, 2025.

274 Feaster, Matt, Rudy Patrick, Michael
Oshiro, et al. “Notes from the Field:
First Locally Acquired Dengue Virus
Infections — Pasadena, California,
October-December 2023.” Morbidity
and Mortality Weekly Report, 73(42):
955-956, October 24, 2024. https://
www.cdc.gov/mmwr /volumes /73 /wr/
mm7342a4.htm?s_cid=mm?7342a4_w.
Accessed February 14, 2025.

275 Centers for Disease Control and
Prevention. “Preliminary Estimated Flu
Disease Burden 2024-2025 Flu Season.”
February 14, 2025. https:/ /www.cdc.gov/
flu-burden /php /data-vis /2024-2025.
html. Accessed February 14, 2025.

276 Frutos, Aaron M., Ashley M. Price,
Elizabeth Harker, et al. “ Interim
Estimates of 2023-24 Seasonal Influenza
Vaccine Effectiveness — United
States.” Morbidity and Mortality Weekly
Report, 73(8): 168-174, February 29,
2024. https:/ /www.cdc.gov/mmwr/
volumes /73 /wr/mm7308a3.htm.
Accessed February 14, 2025.

277 Emanuel, Gabrielle. “An Unprecedented
Good News Story About a Potentially
Deadly Viral Outbreak.” NPR, November
1, 2024. https: / /www.npr.org/
sections /goats-and-soda /2024 /11,/01/
g-s1-30948 /virus-marburg-outbreak-
rwanda-unprecedented-success.
Accessed February 14, 2025.

278 Emanuel Gabrielle. “An Unprecedented
good news story about a potentially
deadly viral outbreak”. NPR. November
1, 2024. Accessed November 1, 2024.

279 Medical Countermeasures.gov. BARDA
Stories: A Rapid and Efficient Response
Saves Lives. November 11, 2024.
https: / /medicalcountermeasures.gov,/
stories /barda-response/ Accessed
February 14, 2025.

TFAH < tfah.org

280 World Health Organization, Rwanda.
“Marburg Outbreak in Rwanda Declared
Over.” December 20, 2024. https:/ /www.
afro.who.int/countries /rwanda,/news/
marburg-outbreak-rwanda-declared-over.
Accessed February 14, 2025.

281 Centers for Disease Control and
Prevention. “Measles Cases and
Outbreaks.” February 7, 2025. https:/ /
www.cdc.gov,/measles /data-research /
index.html. Accessed February 14, 2025.

282 Ibid

283 Schnirring, Lisa. “CDC: Spike in Measles
Cases Poses Threat to US Elimination
Status.” CIDRAP, University of Minnesota,
April 11, 2024. https: / /www.cidrap.
umn.edu/measles /cdc-spike-measles-
cases-poses-threat-us-elimination-status.
Accessed February 14, 2025.

284 Minta, Anna A., Matt Ferrari, Sebastien
Antoni, et al. “Progress Toward Measles
Elimination — Worldwide, 2000-2023.”

Morbidity and Mortality Weekly Report, 73(45):

1036-1042, November 14, 2024. https://
www.cdc.gov,/mmwr /volumes /73 /wr /
mm7345a4.htm?s_cid=mm7345a4_w.
Accessed February 14, 2025.

285 Centers for Disease Control and
Prevention. “Mpox in the United
States and Around the World: Current
Situation.” February 12, 2025. https: / /
www.cdc.gov,/mpox /situation-
summary/index.html. Accessed
February 14, 2025.

286 Centers for Disease Control and
Prevention. “California Confirms First
Clade 1 Mpox Case.” Press release:
November 16, 2024. https:/ /www.cdc.
gov/media/releases/s1116-california-
first-clade.html. Accessed February 14,
2025.

287 World Health Organization. “Mpox
Outbreak.” https: / /www.who.int /
emergencies /situations /mpox-
outbreak. Accessed February 14, 2025.

288 National Center for Immunization
and Respiratory Diseases. “Cases of
Meningococcal Disease Are Increasing
in the United States.” Centers for Disease
Control and Prevention, April 16, 2024.
https: / /www.cdc.gov/ncird /whats-
new/meningococcal-disease-cases-
increasing-us.html. Accessed February
14, 2025.

289 Robinson, Meredith, Jenny Crain,
Brittany Kendall, et al. “Statewide
Outbreak of Neisseria meningitidis
Serogroup Y, Sequence Type 1466 —
Virginia, 2022-2024.” Morbidity and
Mortality Weekly Report, 73(43): 973-
977, October 31, 2024. https: / /www.
cdc.gov/mmwr /volumes /73 /wr/
mm7343a3.htm?s_cid=mm?7343a3_w.
Accessed February 14, 2025.

290 Centers for Disease Control and
Prevention. “Increased Oropouche
Virus Activity and Associated Risk to
Travelers.” August 16, 2024. https://
www.cdc.gov,/han /2024 /han00515.
html. Accessed February 14, 2025.

291 Centers for Disease Control and
Prevention. “ Pertussis Surveillance and
Trends.” January 13, 2025. Pertussis
Surveillance and Trends | Whooping
Cough | CDC Accessed February 14, 2025.

292 Centers for Disease Control and
Prevention. “Notifiable Infectious
Disease Data Tables.” February 4, 2025.
https: / /wonder.cdc.gov,/nndss /
static /2024 /43 /2024-43-table990.html.
Accessed February 14, 2025.

293 Centers for Disease Control and
Prevention. “Pertussis in Other
Countries.” April 2, 2024. https:/ /www.
cdc.gov/pertussis /php/global /index.
html. Accessed February 14, 2025.

294 Kobayaski, Miwako, Andrew J.
Leidner, Ryan Gierke, et al. “Expanded
Recommendations for Use of
Pneumococcal Conjugate Vaccines
Among Adults Aged =50 Years:
Recommendations of the Advisory
Committee on Immunization Practices
— United States, 2024.” Morbidity and
Mortality Weekly Report, 74(1): 1-8 January
9, 2025. https:/ /www.cdc.gov/mmwr/
volumes /74 /wr/mm7401al.htm.
Accessed February 14, 2025.

295 Namageyo-Funa, Apophia, Sharon A.
Greene, Elizabeth Henderson, et al.
“Update on Vaccine-Derived Poliovirus
Outbreaks — Worldwide, January 2023-
June 2024.” Morbidity and Mortality Weekly
Report, 73(41): 909-916, October 17,
2024. https:/ /www.cdc.gov/mmwr /
volumes /73 /wr/mm7341al.htm?s_
cid=mm7341al_w. Accessed February
14, 2025.



296 Kishore, Nishant, Elizabeth Krow-Lucal,
Ousmane M. Diop, et al. “Surveillance
To Track Progress Toward Polio
Eradication — Worldwide, 2022-2023.”
Morbidity and Mortality Weekly Report,
73(13): 278-285, April 4, 2024. https: //
www.cdc.gov/mmwr /volumes /73 /wr/
mm?7313al.htm?s_cid=mm?7313al_w.
Accessed February 14, 2025.

297 Mbaeyi, Chukwuma, Anwaar Jaq,
Rana Safdar, et al. “Progress Toward
Poliomyelitis Eradication — Pakistan,
January 2023-June 2024.” Morbidity and
Mortality Weekly Report, 73(36): 788-792,
September 12, 2024. https: / /www.
cdc.gov/mmwr /volumes /73 /wr/
mm7336a2.htm. Accessed February 14,
2025.

298 Mendes, Amalia, Gedi Abdi Mohamed,
Mohamed Derow, et al. “ Persistent
Transmission of Circulating Vaccine-
Derived Poliovirus — Somalia, January
2017-March 2024.” Morbidity and
Mortality Weekly Report, 73(25): 575-580,
June 27, 2024. https: / /www.cdc.gov/
mmwr /volumes /73 /wr/mm7325a2.
htm?s_cid=mm?7325a2_w. Accessed
February 14, 2025.

299 Centers for Disease Control and
Prevention. “Data and Statistics on
Spotted Fever Rickettsiosis.” May 15, 2024.
https:/ /www.cdc.gov /rocky-mountain-
spotted-fever /data-research /facts-stats /
index.html. Accessed February 14, 2025.

300 Centers for Disease Control and
Prevention. “Respiratory Illness Data
Channel.” February 14, 2025. https:/ /
www.cdc.gov /respiratory-viruses /data,/
index.html. Accessed February 14, 2025.

301 Molene, Heidi L., Ayzsa Tannis, Ariana
P. Toepfer, et al. “Early Estimate of
Nirsevimab Effectiveness for Prevention
of Respiratory Syncytial Virus-Associated
Hospitalization Among Infants Entering
Their First Respiratory Syncytial Virus
Season — New Vaccine Surveillance
Network, October 2023-February 2024.”
Morbidity and Mortality Weekly Report,
73(9): 209-214, March 7, 2024. https: / /
www.cdc.gov/mmwr /volumes /73 /wr/
mm7309a4.htm?s_cid=mm?7309a4_w.
Accessed February 14, 2025.

302 Ou, Alan C., Laura A. Zimmerman, James
P. Alexander Jr., et al. “Progress Toward
Rubella and Congenital Rubella Syndrome
Elimination — Worldwide, 2012-2022.”
Morbidity and Mortality Weekly Report, 73(8):
162-167, February 29, 2024. https:/ /
www.cdc.gov/mmwr /volumes /73 /wr/
mm?7308a2.htm?s_cid=mm7308a2_w.
Accessed February 14, 2025.

303 Stobbe, Mike. “US Tuberculosis Cases
Were at the Highest Level in a Decade
in 2023.” Associated Press, March 28,
2024. https:/ /apnews.com /article /
th-tuberculosis-cdc-us-e278fdbc1a7912b
fbbab8934ad0691d9. Accessed February
14, 2025.

304 Kansas Department of Health and
Environment. Division of Public Health.
“Tuberculosis Outbreaks.” Tuberculosis
Outbreaks | KDHE, KS Accessed
February 20, 2025.

305 Centers for Disease Control and
Prevention. “West Nile Virus: Current
Year Data (2024).” January 14, 2025.
https: / /www.cdc.gov /west-nile-virus /
data-maps/ current-year-data.html.
Accessed February 14, 2025.

306 United States Environmental Protection
Agency. Press Release: “EPA finalizes
stronger standards for harmful soot
pollution, significantly increasing
health and clean air protections for
families, workers, and communities.”
February 7, 2024. EPA finalizes stronger
standards for harmful soot pollution,
significantly increasing health and clean
air protections for families, workers,
and communities | US EPA Accessed
February 14, 2025.

307 U.S. Environmental Protection
Agency. “National Ambient Air Quality
Standards (NAAQS) for PM.” Updated
December 19, 2024. https: / /www.epa.
gov/pm-pollution /national-ambient-
air-quality-standards-naaqs-pm. Accessed
February 14, 2025.

308 Occupational Safety and Health
Administration. “Heat Injury and Illness
Prevention in Outdoor and Indoor Work
Settings Rulemaking.” U.S. Department
of Labor. https: / /www.osha.gov/
heat-exposure /rulemaking /. Accessed
February 14, 2025.

309 National Center for Immunization and
Respiratory Diseases. “Ventilation Can
Reduce Exposure to Respiratory Viruses
in Indoor Spaces.” Centers for Disease
Control and Prevention, March 22, 2024.
https:/ /www.cdc.gov/ncird /whats-
new /ventilation-respiratory-viruses.
html. Accessed February 14, 2025.

310 Centers for Disease Control and
Prevention. “Heat Risk.” https: / /
ephtracking.cdc.gov/Applications /
HeatRisk /. Accessed February 14, 2025.

311 American Lung Association. “State of
the Air Report 2024.” 2024. https:/ /
www.lung.org /research /sota. Accessed
February 14, 2025.

312 Falchetta, Giacomo, Enrica De Cian,
Ian Sue Wing, and Deborah Carr.
“Global Projections of Heat Exposure of
Older Adults.” Nature Communications,
15(3678), May 14, 2024. https:/ /www.
nature.com /articles /s41467-024-47197-
5. Accessed February 14, 2025.

313 Centers for Disease Control and
Prevention. “Heat & Health Tracker.”
https: / /ephtracking.cdc.gov/
Applications /heatTracker /. Accessed
February 14, 2025.

314 United Nations. Press Release: COP29
UN Climate Conference Agrees to
Triple Finance to Developing Countries,
Protecting Lives and Livelihoods.”
November 24, 2024. COP29 UN Climate
Conference Agrees to Triple Finance to
Developing Countries, Protecting Lives
and Livelihoods | UNFCCC Accessed
February 14, 2025.

315 Paddison, Laura. “The UN Climate
Summit Ended in Bitterness and
Accusations of Betrayal. Now Fears
Are Growing for Its Future.” CNN,
November 15, 2024. https:/ /www.
cnn.com /2024 /11,/25 /climate / cop-
failures-future /index.html. Accessed
February 14, 2025.

316 Trust for America’s Health. “Pathway
to a Healthier America: A Blueprint for
Strengthening Public Health for the
Next Administration and Congress.”
October 8, 2024. https: / /www.tfah.
org/report-details /blueprint-for-
strengthening-public-health-2024 /.
Accessed February 14, 2025.

TFAH < tfah.org 87



317 U.S. Department of Health and Human

Services. “HHS Proposes HTI-2 Rule
to Improve Patient Engagement,
Information Sharing, and Public
Health Interoperability.” Press release:
July 10, 2024. https: / /www.hhs.
gov/about/news/2024,/07/10/
hhs-proposes-hti-2-rule-improve-
patient-engagement-information-
sharing-public-health-interoperability.
html. Accessed February 14, 2025.

318 Office of Management and Budget.
“Revisions to OMB’s Statistical
Policy Directive No. 15: Standards
for Maintaining, Collecting, and
Presenting Federal Data on Race and
Ethnicity.” Federal Register, March 29,

2024. https: / /www.federalregister.gov,/
documents /2024 /03 /29 /2024-06469 /

revisions-to-ombs-statistical-policy-
directive-no-15-standards-for-
maintaining-collecting-and. Accessed
February 14, 2025.

319 Centers for Disease Control and
Prevention. “Public Health Data

Strategy.” https: / /www.cdc.gov/public-

health-data-strategy /php/index.html.
Accessed February 14, 2025.

320 Centers for Disease Control and

Prevention. “Public Health Data Strategy
Milestones for 2025 and 2026.” January
16, 2025. https: / /www.cdc.gov/public-

health-data-strategy /php /about /
phds-milestones-2025-and-2026.html.
Accessed February 14, 2025.

321 The White House. “Fact Sheet: Biden-

Harris Administration Releases Strategy to
Strengthen Global Health Security.” April

16, 2024. https: / /bidenwhitehouse.
archives.gov /briefing-room /
statements-releases /2024 /04 /16 /
fact-sheet-biden-%E2%81%A0harris-
administration-releases-strategy-to-
strengthen-global-health-security /.
Accessed February 14, 2025.

322 Bipartisan Commission on Biodefense.

“The National Blueprint for
Biodefense.” April 2024. https:/ /
biodefensecommission.org,/wp-

content/uploads /2024 /05 /National-

Blueprint-for-Biodefense-2024_final _.
pdf. Accessed February 14, 2025.

TFAH < tfah.org

323 Zimmer, Carl, and Benjamin Mueller.

“U.S. Tightens Rules on Risky Virus
Research.” The New York Times, May
7,2024. https: / /www.nytimes.

com /2024 /05 /07 /science / covid-
lab-leak-biosafety-rules-virus-research.
htmlrsearchResultPosition=4. Accessed
February 14, 2025.

324 World Health Organization. “Pathogens

prioritization: a scientific framework
for epidemic and pandemic research
preparedness.” July 30, 2024. https: / /
www.who.int/publications /m /item /
pathogens-prioritization-a-scientific-
framework-for-epidemic-and-pandemic-
research-preparedness. Accessed
February 14, 2025.

325 U.S. Department of Health and

Human Services. “North American
Preparedness for Animal and Human
Pandemics Initiative.” October 2024.
north-american-preparedness-animal-
human-pandemic-initiative-napahpi.pdf.
Accessed February 14, 2025.

326 National Academies of Science,

Engineering and Medicine. “Ending
Unequal Treatment: Strategies to
Achieve Equitable Health Care and
Optimal Health for All.” National
Academies Press, June 2024. https: / /nap.
nationalacademies.org/ catalog /27820 /
ending-unequal-treatment-strategies-
to-achieve-equitable-health-care-and.
Accessed February 14, 2025.

327 Johns Hopkins Bloomberg School

of Public Health, Center for Health
Security. “The Integration of Primary
Care, Public Health, and Community-
Based Organizations: A Federal Policy
Analysis.” February 2024. https: / /
centerforhealthsecurity.org/sites /

default /files /2024-03 /240212-1540-pc-
phreport.pdf. Accessed February 14, 2025.

328 Johns Hopkins Bloomberg School

of Public Health, Center for Health
Security. “Pandemic Recovery Metrics

to Drive Equity (PanREMEDY):

Guidelines for State and Local Leaders

in Anticipation of Future Catastrophic
Outbreaks.” September 2024. https: / /
centerforhealthsecurity.org /sites /default /
files /2024-09 / panremedy-report-202408.
pdf. Accessed February 14, 2025.

329 Dyer, Zack. “Paid Sick Leave Sticks After

Many Pandemic Protections Vanish.”
KFF Health News, May 9, 2024. https: / /
kffhealthnews.org /news /article /paid-
sick-leave-post-pandemic-state-laws /.
Accessed February 14, 2025.

330 Carrazana, Chabeli. “Three States

Had Paid Leave on the Ballot. Voters
Overwhelmingly Approved All of
Them.” The 19th, November 7, 2024.
https: / /19thnews.org,/2024 /11 /
missouri-alaska-nebraska-approve-paid-
sick-leave /. Accessed February 14, 2025.

331 Blumenthal, David, Evan D. Gumas,

Arnav Shah, et al. “Mirror, Mirror 2024:
A Portrait of the Failing U.S. Health
System.” The Commonwealth Fund,
September 19, 2024. https: / /www.
commonwealthfund.org/publications /
fund-reports /2024 /sep /mirror-mir-
ror-2024?utm_campaign=Improving %20
Health%20Care %20Quality&utm_me-
dium=email&_hsenc=p2ANqtz-9jW_tTg-
JvqqSkSt71tpUFJFq8syLIDD2Eu2qa-
80jK8yaM1G_NBSkrmQUIGEEIT-
iFelkZ9Z-16Vj7xTP78DoK53fCoqEw& _
hsmi=325384470&utm_source=alert.
Accessed February 14, 2025.

332 World Health Organization. “2023

Antibacterial Agents in Clinical and
Preclinical Development: An Overview
and Analysis.” June 14, 2024. https:/ /
www.who.int/publications /i/

item /9789240094000. Accessed
February 14, 2025.

333 U.S. Government Accountability Office.

“Public Health Preparedness - HHS
Should Address Strategic National Stock-
pile Coordination Challenges.” May 2024.
https:/ /www.gao.gov /assets /gao-24-
106260.pdf. Accessed February 14, 2025.

334 U.S. Department of Health and Human

Services. Office of the Assistant Secretary
for Preparedness & Response. “Strategy
for Improving Access to Federal
Resources During a Public Health
Emergency Response for Federally
Recognized Tribal Governments, Indian
Health Service Health Care Providers,
Tribal Health Authorities, and Urban
Indian Organizations”. March 2024.
https:/ /aspr.hhs.gov/SNS /Documents /
SNS-Tribal-Access-Strategy-508.pdf
Accessed February 14, 2025.



335 Dig Deep. “Draining: The Economic
Impact of America’s Hidden Water
Crisis.” 2022. https: / /www.digdeep.org/
draining. Accessed February 14, 2025.

336 Federal Emergency Management
Agency. “National Preparedness
Report.” December 5, 2023. https: / /
www.fema.gov /sites /default /files /
documents /fema_2023-npr.pdf.
Accessed February 14, 2025.

337 Council of State and Territorial
Epidemiologists. “2024 Epidemiology
Capacity Assessment Report.” 2024.
https://eca.cste.org/. Accessed
February 14, 2025.

338 National Governors Association.
“Public Health Emergency Playbook.”
June 2024. https:/ /www.nga.org,/
wp-content /uploads /2024 /06 /NGA_
Governors_PHEP_Playbook_June2024.
pdf. Accessed February 14, 2025.

339 Associated Press. “Remember
the COVID-Era Medical Gown
Shortage? Feds Spend $350,000 for
Stockpile.” Medpage Today, October
4, 2024. https: / /www.medpagetoday.
com/hospitalbasedmedicine /
generalhospitalpractice /112257.
Accessed February 14, 2025.

340 Administration for Strategic Preparedness
& Response. Press Release. Biden-Harris
Administration award contracts to boost
domestic production of isolation gowns.
October 3, 2024. https:/ /aspr.hhs.
gov/newsroom/Pages /Biden-Harris-
Administration-Awards-Contract-for-
Domestic-Production-of-Isolation-Gowns.
aspx Accessed February 14, 2025,

341 Administration for Strategic Preparedness
& Response. “Biden-Harris Administration
Expands Production of Key Ingredients
for Affordable, American-Made Essential
Medicines.” Press release: October 3,

2024. https: / /aspr.hhs.gov/newsroom /
Pages /ASPR-Awards-Amyris-Expand-
Manufacturing-of-Key-Ingredients.aspx.
Accessed February 14, 2025.

342 Administration for Strategic Preparedness
And Response. “Biden-Harris
Administration Funds Second Defense
Production Act Title III Award to
Onshore Manufacturing of Ingredients
for Essential Medicine.” Press release:
October 1, 2024. https: / /aspr.hhs.gov/
newsroom /Pages /Biden-Harris-Funds-
Second-DPA-for-Essential-Medicines.aspx.
Accessed February 14, 2025.

343 Centers for Disease Control and
Prevention. “Respiratory Illnesses Data
Channel.” February 14, 2025. https://
www.cdc.gov /respiratory-viruses /data /
index.html. Accessed February 14, 2025.

344 Centers for Disease Control
and Prevention. “Emergency
Preparedness and Disability Inclusion:
Communication Resources.” September
12, 2024. https: / /www.cdc.gov/
disability-emergency-preparedness /
communication-resources /index.html.
Accessed February 14, 2025.

345 SteelFisher, Gillian K., Mary G. Findling,
Hannah L. Caporello, et al. “Trust and
2024 Public Priorities for the CDC and
State Health Departments.” JAMA Health
Forum, 5(5): 240862, May 24, 2024.
https: / /jamanetwork.com /journals /
jama-health-forum /fullarticle /2819000.
Accessed February 14, 2025.

346 Associated Press. “Public Health
Department Barred From Giving
COVID-19 Vaccine - Experts Say It’s
a First.” MedPage Today, November 1,
2024. Accessed February 14, 2025.

347 Weber, Lauren, and Joel Achenbach.
“COVID Backlash Hobbles Public
Health and Future Pandemic Response.”
The Washington Post, March 8, 2023.
https:/ /www.washingtonpost.com /
health /2023 /03 /08 / covid-public-health-
backlash /. Accessed February 14, 2025.

348 Platt, Elizabeth, and Kathleen Moran-
McCabe. “State Legislation Addressing
Public Health Emergency Authority.”
Center for Public Health Law Research,
Temple University Beasley School of Law,
January 24, 2023. https: / /phlr.org/
product /state-legislation-addressing-
public-health-emergency-authority.
Accessed February 14, 2025.

349 Baggett, Jessica, Andy Baker-
White, and Maggie Davis. “State
Legislatures Reshape Public Health
Legal Authority.” Association of State
and Territorial Health Officials Blog,
August 12, 2024. https:/ /www.astho.
org/communications/blog /state-
legislatures-reshape-public-health-legal-
authority/. Accessed February 14, 2025.

350 Marisa Katz. “The End of the Chevron
Deference and the Impact on Public
Health.” Public Health Law Center, Mitchell
Hamline School of Law, July 22, 2024.
https: / /www.publichealthlawcenter.org /
commentary,/ 240722 /7 /22 /24-end-
chevron-deference-and-impact-public-
health. Accessed February 14, 2025.

351 Kriss, Jennifer L., Carla L. Black, Hilda
Razzaghi, et al. “Influenza, COVID-
19, and Respiratory Syncytial Virus
Vaccination Coverage Among Adults
— United States, Fall 2024.” Morbidity
and Mortality Weekly Report, 73(46): 1044-
1051, November 21, 2024. https://
www.cdc.gov/mmwr /volumes /73 /
wr/mm?7346al.htm. Accessed February
14, 2025.

352 Reses, Hannah E., George Segovia,
Heather Dubendris, et al. “Coverage with
Influenza, Respiratory Syncytial Virus,
and COVID-19 Vaccines Among Nursing
Home Residents — National Healthcare
Safety Network, United States, November
2024.” Morbidity and Mortality Weekly
Report, 73(46): 1052-1057, November 21,
2024. https: / /www.cdc.gov,/ mmwr /
volumes /73 /wr/mm7346a2.htm.
Accessed February 14, 2025.

353 Valier, Madeleine R., David Yankey,
Laurie D. Elam-Evans, et al. “Vital Signs:
Trends and Disparities in Childhood
Vaccination Coverage by Vaccines for
Children Program Eligibility — National
Immunization Survey-Child, United
States, 2012-2022.” Morbidity and
Mortality Weekly Report, 73(33): 722-730,
August 22, 2024. https:/ /www.cdc.gov/
mmwr /volumes /73 /wr/mm7333el.
htm. Accessed February 14, 2025.

TFAH < tfah.org

89



354 Zhou, Fangjun, Jatlaoui, Tara, Leidner,

Andrew, et al. “Health and Economic
Benefits of Routine Childhood
Immunizations in the Era of the
Vaccines for Children Program - United
States, 1994 — 2023.” Morbidity and
Mortality Weekly Report. August 8, 2024.
Health and Economic Benefits of
Routine Childhood Immunizations in
the Era of the Vaccines for Children
Program — United States, 1994-2023 |
MMWR Accessed February 14, 2025.

355 Van Beusekom, Mary. “Childhood

Vaccine Uptake Continues to Decline
While Exemptions Reach Record High.”
CIDRAP, University of Minnesota, October
17, 2024. https: / /www.cidrap.umn.
edu/childhood-vaccines /childhood-
vaccine-uptake-continues-decline-while-
exemptions-reach-record-high. Accessed
February 14, 2025.

356 Centers for Disease Control and

Prevention. “RespVaxView.” January
29, 2025. https:/ /www.cdc.gov/
respvaxview /about /index.html.
Accessed February 14, 2025.

357 Hill, Holly A., David Yankey, Laurie

D. Elam-Evans, et al. “Decline in
Vaccination Coverage by Age 24 Months
and Vaccination Inequities Among
Children Born in 2020 and 2021 —
National Immunization Survey-Child,
United States, 2021-2023.” Morbidity
and Mortality Weekly Report, 73(38): 844-
853, September 26, 2024. https:/ /www.
cdc.gov/mmwr /volumes /73 /wr/
mm7338a3.htm?s_cid=mm?7338a3_w.
Accessed February 14, 2025.

358 World Health Organization. “Global

Children Immunization Levels Stalled in
2023, Leaving Many Without Life-Saving
Protection.” July 15, 2024. https:/ /www.
who.int/news /item /15-07-2024-global-
childhood-immunization-levels-stalled-
in-2023-leaving-many-without-life-saving-
protection. Accessed February 14, 2025.

359 Lazarus, Jeffrey V., Trenton M. White,

Katarzyna Wyka, et al. “Influence

of COVID-19 on Trust in Routine
Immunization, Health Information
Sources and Pandemic Preparedness in
23 Countries in 2023.” Nature Medicine,
30: 15659-1563, April 29, 2024. https://
www.nature.com /articles /s41591-024-
02939-2. Accessed February 14, 2025.

TFAH < tfah.org

360 COVID-19 National Preparedness

Collaborators. “Pandemic Preparedness
and COVID-19: An Exploratory Analysis
of Infection and Fatality Rates, and
Contextual Factors Associated With
Preparedness in 177 Countries, from
Jan 1, 2020, to Sept 30, 2021.” The
Lancet, 399(10334): 1489-1512, April
16, 2022. https:/ /www.thelancet.com /
journals /lancet /article /PIIS0140-
6736(22)00172-6 /fulltext. Accessed
February 14, 2025.

361 Van Beusekom, Mary. “Survey Reveals

Growing American Distrust in Vaccines

for COVID, Other Infectious Diseases.”
CIDRAP, University of Minnesota, August

29, 2024. https: / /www.cidrap.umn.edu/
covid-19 /survey-reveals-growing-american-
distrust-vaccines-covid-other-infectious-
diseases. Accessed February 14, 2025.

362 DeCuir, Jennifer, Amanda B. Payne,

Wesley H. Self, et al. “Interim
Effectiveness of Updated 2023-2024
(Monovalent XBB.1.5) COVID-19
Vaccines Against COVID-19-Associated
Emergency Department and Urgent
Care Encounters and Hospitalization
Among Immunocompetent Adults Aged
>18 Years — VISION and IVY Networks,
September 2023-January 2024.” Morbidity
and Mortality Weekly Report, 73(8): 180-
188, February 29, 2024. https: / /www.
cdc.gov/mmwr /volumes /73 /wr/
mm7308a5.htm?s_cid=mm7308ab_w.
Accessed February 14, 2025.

363 Zhou, Fangjun, Tara C. Jatlaoui, An-

drew J. Leidner, et al. “Health and
Economic Benefits of Routine Child-
hood Immunizations in the Era of the
Vaccines for Children Program — United
States, 1994-2023.” Morbidity and Mor-
tality Weekly Report, 73(31): 682-685,
August 8, 2024. https: / /www.cdc.gov/
mmwr /volumes /73 /wr/mm?7331a2.
htm?s_cid=mm7331a2_e&ACSTrackin-
gID=USCDC_921-DM133631&ACSTrack-
ingLabel=This%20Week %20in %20
MMWR%3A%20Vol.%2073%2C %20
August%208%2C%202024&delivery-
Name=USCDC_921-DM133631. Ac-
cessed February 14, 2025.

364 Havers, Fiona P., Michael Whitaker,
Bhoomija Chatwani, et al. “COVID-
19-Associated Hospitalizations and
Maternal Vaccination Among Infants
Aged <6 Months — COVID-NET, 12
States, October 2022-April 2024.”
Morbidity and Mortality Weekly Report,
73(38): 830-836, September 26,
2024. https:/ /www.cdc.gov/mmwr /
volumes /73 /wr/mm7338al.htm?s_
cid=mm7338al_w. Accessed February
14, 2025.

365 Turner, Sidney, Elissa C. Kranzler, Sarah
Trigger, et al. “Benefit-Cost Analysis of
the HHS COVID-19 Campaign: April
2021-March 2022.” American Journal of
Preventative Medicine, 67(2): 258-264,
August 2024. https: / /www.ajpmonline.
org /article /S0749-3797(24)00110-7 /

fulltext#%20. Accessed February 14, 2025.

366 Vesco, Kimberly K., Anna E. Denoble,
Heather S. Lipkind, et al. “Obstetric
Complications and Birth Outcomes
After Antenatal Coronavirus Disease

2019 (COVID-19) Vaccination.” Obstetrics

& Gynecology, 143(6): 794-802, June
2024. https: / /journals.lww.com /
greenjournal /fulltext /2024 /06000 /
obstetric_complications_and_birth_

outcomes_after.10.aspx. Accessed
February 14, 2025.

367 Soucheray, Stephanie. “Study: No
Unexpected COVID Vaccine Safety

Concerns in Kids.” CIDRAP, University of
Minnesota, November 26, 2024. https://

www.cidrap.umn.edu/covid-19 /study-
no-unexpected-covid-vaccine-safety-
concerns-kids. Accessed February 14,

2025.



TFAH < tfah.org 91



/’,‘5.\ Enuég%as Health

TFAH.ORG

1730 M Street, NW, Suite 900
Washington, DC 20036
(t) 202-223-9870
(f) 202-223-9871



