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“Emerging Public Health Threats:  Infectious Diseases”

Good Afternoon, Senator Ortiz and Members of the Committee, thank you for the invitation to speak on behalf of local public health in California on this most critical topic.  I am Dr. Poki Namkung, Health Officer for the City of Berkeley and President of the Health Officers Association of California.  We in California are fortunate to have a well-structured, organized local public health system consisting of 58 county and 3 city health jurisdictions headed by physician health officers who are both clinicians and administrators.  Health Officers understand the commitment and the urgency necessary to deal with public health threats in the form of emerging infectious diseases because Health Officers are the Incident Commanders in these events. We are responsible for marshalling the resources of local public health systems and coordinating the response through detection, diagnosis, treatment, contact investigation, necessary prophylaxis and/or vaccination, expert consultation, and public education and information. In my brief statement today, I wish to cover your stated questions under two broad topics:

· How serious is the threat of infectious diseases and what are the consequences?

· What have we done to prepare and what remains to be done?

First, let us characterize the threat.  In the past 30 years there have been 35 new infectious diseases around the world, with names now familiar to us, such as, Hepatitis C, Ebola Hemorrhagic Fever, and the variant Creutzfeldt-Jakob Disease as examples. The Institute of Medicine attributes this surge in infectious disease to the following factors:

· Microbial adaptation and change

· Human susceptibility to infection

· Population growth and changes in demographics

· Economic development and land use

· Inadequate and deteriorating public health infrastructure

· Poverty and social inequality

· War and famine

· Climate, weather and changing ecosystems

· International travel and commerce

· Lack of political will

· Bioterrorism

Analyzing this list of problems, one can anticipate that emerging infectious diseases will likely become more serious in the future, not less. It seems that every morning, there is more 

bad news--deaths of children due to influenza to the first diagnosed case of Bovine Spongiform Encephalopathy in the United States. Despite the development of miraculous antimicrobial agents, improvements in healthcare and technology, and a better understanding of the pathogenesis of disease, the death rate from infectious disease in the United States, which had been declining in the 20th Century, is now double what it was in 1980. 

Using SARS as a case example will clearly illustrate how serious the threat is and what the consequences are. The development of SARS, although devastating, should also be a clarion call to action and a warning about the serious worldwide consequences that can occur at every level--public health, economic, and political--when epidemics arise in an interconnected global environment. To quote Laurie Garrett in Betrayal of Trust, “The idea that the health of every nation depends on the health of others is not an empty piety but an epidemiological fact.”

The expert assessment is that had SARS been moderately more contagious, it probably could not have been contained. We all know what eventually worked to control the epidemic—the old-fashioned measures of good infection control, taking temperatures for surveillance, and quarantine. In the countries most heavily affected, responding to SARS strained every resource and most affected, in terms of illness and death, those very same public health and healthcare workers whose responsibility it was to control and treat the epidemic. In addition, the economic costs were enormous. In Hong Kong alone, the cost associated with the response exceeded $3.5 billion dollars. This does not include the cost of the effects on tourism, trade, and total economic costs associated with the almost total shutdown of an entire territory.

Politically, the examples of one of the factors in the emergence of new infectious diseases, the lack of political will, are still vivid in the revelation of the state of public health infrastructure in China and the subsequent resignations of key political figures.

Now what have we done to prepare and what remains to be done? 

Going back to that list of factors, there are many that are beyond our control. For example, we are not going to close our borders to international travel, or globalization of commerce, and the phenomena of environmental degradation and global warming are not likely to subside. So, what are the key factors that we can actually address here in California? I would like to focus on two: 

1) the inadequate and deteriorating public health infrastructure

2) the lack of political will. 

Dr. Lindsay in her testimony will give you specific examples of how the federal bioterrorism money has affected local public health capacity and what we have done at the local level. Rather than address specific gaps, I would like to speak more globally about what California public health infrastructure needs to meet the public’s expectations of fulfilling our responsibility to protect and promote health. 

The three components of the basic public health infrastructure are:

· Workforce Capacity And Competency: the expertise of the approximately 500,000 professionals who work in the federal, state, and local public health agencies;

· Information And Data Systems: easily communicated guidelines, recommendations, health alerts; and modern information and communication systems that monitor disease and enable efficient communication between public and private health organizations, the media, and the public.

· Organizational Capacity: the system of federal, state and local public health departments working collaboratively with each other and the private sector.

Workforce Capacity and Competency

Current estimates of the 500,000 professionals in the public health workforce reveal that only 44% have had formal academic training in public health. Across the nation, only 10% of those who receive Masters of Public Health (MPH) degrees actually work in governmental public health. The percentages are far lower for other health professionals such as physicians, nurses, health educators, and microbiologists. Nurses comprise the largest classification of public health workers and we are all familiar with the present crisis in nursing shortages.  California is the first state to require nurse-patient staffing ratios for healthcare, but the same attention has not been paid to the public health nursing workforce.  For example, California is one of few states to not have a position of State Nursing Director in the Department of Health Services.  

Additionally, it is estimated that at least 10% of our workforce will be eligible for retirement within the next five years. The dearth of a robust pool of public health workers is due to two main factors: lack of comparable salaries and ignorance of public health practice.

The public sector simply cannot compete with the private sector in terms of competitive salaries. In a survey done 3 years ago by the Health Officers Association of California, it was found, for example, that filling a public health nurse position can take an average of 2 years to recruit and fill. In the Institute of Medicine’s report, “Who Will Keep The Public Healthy” specific recommendations state that all schools of public health focus on curricular changes that emphasize the real practice of public health. Other recommendations address other health professional training including medical schools, nursing schools, pharmaceutical schools in stating that public health is too important to continue to be ignored and must be an essential part of their curricula and training. 

Specifically, to be succinct about what’s needed: 1) people have to know what public health does in order to want to be a public health professional; 2) people have to be paid decent salaries and have access to lifelong learning opportunities; and 3) there must be incentives, such as, stipends for training, and forgiveness of loans for health professionals who actually do choose to work and train in public health. We therefore recommend:

Recommendation:

· We recommend that the State take the initiative and actively assess the California public health workforce development needs and work with all professional schools in California, other academic institutions, and the legislature in order to address those needs.

Information Systems

In California today, the capacity for local health departments to effectively communicate with each other, with labs, other agencies and healthcare professionals, both within their communities and with the state and national agencies, is uneven. The gaps in basic information infrastructure highlight the fact that we are not effectively using the least expensive and most effective tool for 

preventing the spread of disease and that is, information. We should have systems in place that allow us to access technical information immediately, track diseases and effectively communicate with health officials, the public, and the media, and also use these systems as an important tool for training.  Those systems are not in place in California to any significant degree.

Organizational Capacity

Local health departments assess themselves within the framework of the ten essential services. These are core public health services that every person in the United States should reasonably expect that their state and local public health system would provide effectively. The Ten Essential Public Health Services are:

· Monitor health status to identify and solve community health problems

· Diagnose and investigate health problems and health hazards in the community

· Inform, educate, and empower people about health issues

· Mobilize community partnerships and action to solve health problems

· Develop policies and plans that support individual and community health efforts

· Enforce laws and regulations that protect health and assure safety

· Link people to needed personal health services and assure the provision of health care when otherwise unavailable

· Assure a competent workforce – public health and personal care

· Evaluate effectiveness, accessibility, and quality of personal and population-based health services

· Research for new insights and innovative solutions to health problems

National studies have shown consistently that state and local health departments have the capacity to provide an average of 60% of these services consistently. The primary reason I have chosen not to address gaps is that we frankly cannot definitively state what our capacity is and where the gaps are. RAND is currently doing a comprehensive analysis of public health capacity in California.  Another key area for assessment and improvement is public health law.  Public health law is a pillar of public health infrastructure.  Law provides the enabling authority for public health practice and may delineate the fiscal responsibility for funding essential services. 

We need to begin thinking more strategically about the future of the public health system in California.  Where do we want to be ten years from now and how will those efforts be funded and sustained? We have a long history of budget cuts, lack of training, inadequate information systems, laboratories, and facilities—it is a huge history to overcome, but the necessary improvements can be done and must be done or we will pay the price. This leads me to my next topic, which is lack of political will.

The public health system is the frontline of defense against emerging and re-emerging infectious diseases. We are continually being asked to do more with less. Let us be clear in California that the rebuilding of our public health infrastructure has been funded with federal money. We use that emergency preparedness money in a holistic way. By that I mean, if we establish surveillance systems for infectious diseases, these systems can also be used as surveillance systems for chronic diseases such as asthma. Senator Ortiz, as the lead author of a series of legislation promoting public health infrastructure over the last seven years in California, you are well aware that the State’s contribution to its own vital infrastructure is sorely lacking. You are aware, I know, that this entire effort of rebuilding our public health system in California is being funded exclusively with federal dollars. These federal dollars are sincerely welcome but they are not enough.  Local health departments in California are the operational arm of public health.  In other states, according to the CDC, 80% of these federal dollars are going to the locals because the response to public health threats, be they natural or man-made, is local first and foremost. In California, for a small-to medium size jurisdiction such as Berkeley, the total federal allocation is under $250,000—nowhere near enough to attract and retain good staff, provide learning/training opportunities, enhance our abilities to do surveillance and communication, strengthen our laboratory capacity, and strengthen our partnerships with the private sector. 

While we are receiving federal funding for emergency prevention, funding of the other critical activities in public health that keep the public healthy are either being flat-funded or cut. As Dr. Sheela Basrur, Toronto’s Medical Officer of Health said, “Bugs can come and go, but chronic diseases come and stay.” We cannot build a robust public health system by continually responding to each crisis such that we are forced into trade-offs. For example, if we must attend to infectious disease prevention, it is at the expense of chronic disease prevention and other public health responsibilities. We do not have the public health surge capacity to deal with two or more crises simultaneously.  Last year, when SARS became a reality for us, thank goodness, it was a mild flu season.  And this year, influenza has been difficult, but thank goodness, the re-emergence of SARS has been delayed until it appears that influenza activity is beginning to wane. We cannot continue to fund public health from crisis to crisis—we must develop the political recognition and will to build a system that assures accountability and preparedness for the entire spectrum of essential services to create the conditions in which people can be healthy.

You all know that we received confirmation on January 5th that SARS has re-emerged and just this morning, the 2nd case in China has been preliminarily confirmed. I know that we in public health in California are dedicated and committed to protect the public’s health, but we truly lack the resources to ensure containment. We cannot continue to be at the razor’s edge of our capacity in terms of resources, training, and equipment to contain a global tragedy that might start with one plane ride, one infected patient, one infected herd of ducks. Now that we have experienced bioterrorism in addition to the threats that originate in nature, we can never lower our guard again, not today, and not tomorrow.

Thank you, Senator Ortiz and members of the committee for this opportunity to speak with you on behalf of the physician health officers in the State of California.

1

