Department of Health and Human Services

OFFICE OF
INSPECTOR GENERAL

State and L ocal Bioterrorism Preparedness

sE-RVc;
%Q
§ JANET REHNQUIST
2 ( INSPECTOR GENERAL
O

'Q’ iza DECEMBER 2002

OEI-02-01-00550




OFFICE OF INSPECTOR GENERAL
http://www.oig.hhs.gov/

The mission of the Office of Inspector General (OIG), as mandated by Public Law 95-452, as amended,
is to protect the integrity of the Department of Health and Human Services (HHS) programs, as well as
the health and welfare of beneficiaries served by those programs. This statutory mission is carried out
through a nationwide network of audits, investigations, and inspections conducted by the following
operating components:

Office of Audit Services

The OIG's Office of Audit Services (OAS) provides all auditing services for HHS, either by conducting
audits with its own audit resources or by overseeing audit work done by others. Audits examine the
performance of HHS programs and/or its grantees and contractors in carrying out their respective
responsibilities and are intended to provide independent assessments of HHS programs and operations in
order to reduce waste, abuse, and mismanagement and to promote economy and efficiency throughout the
Department.

Office of Evaluation and | nspections

The OIG's Office of Evaluation and Inspections (OEI) conducts short-term management and program
evaluations (called inspections) that focus on issues of concern to the Department, the Congress, and the
public. The findings and recommendations contained in the inspections reports generate rapid, accurate,
and up-to-date information on the efficiency, vulnerability, and effectiveness of departmental programs.

Office of I nvestigations

The OIG's Office of Investigations (Ol) conducts criminal, civil, and administrative investigations of
allegations of wrongdoing in HHS programs or to HHS beneficiaries and of unjust enrichment by
providers. The investigative efforts of Ol lead to criminal convictions, administrative sanctions, or civil
monetary penalties. The Ol aso oversees State Medicaid fraud control units which investigate and
prosecute fraud and patient abuse in the Medicaid program.

Office of Counsal to the I nspector General

The Office of Counsel to the Inspector General (OCIG) provides general legal services to OIG, rendering
advice and opinions on HHS programs and operations and providing al legal support in OIG’s internal
operations. The OCIG imposes program exclusions and civil monetary penalties on health care providers
and litigates those actions within the Department. The OCIG also represents OIG in the global settlement
of cases arising under the Civil False Claims Act, develops and monitors corporate integrity agreements,
develops model compliance plans, renders advisory opinions on OIG sanctions to the health care
community, and issues fraud alerts and other industry guidance.




EXECUTIVE SUMMARY

PURPOSE

To assess State and local health departments’ capacity to detect and respond to a bioterrorism
event.

BACKGROUND

The Centers for Disease Control and Prevention (CDC) has funded State bioterrorism
preparedness efforts through cooperative agreements since 1999. More recently, it has
worked with State and loca health departments to develop performance guidance, called the
Core Capacity Project, for bioterrorism preparedness. The CDC asked the Office of
Inspector Genera (OIG) to assess State and local health departments’ bioterrorism detection
and response capacity using these core capacities, which are performance measures for
preparedness.

Although thisingpection was initiated prior to the terrorism events of 2001, the data collection
was conducted in the wake of those events. When we met with State and local health
departments in December 2001 and January 2002, many jurisdictions were in the process of
re-evauating and upgrading their bioterrorism programs.

In conducting this ingpection, we selected a purposive sample of 12 States and 36 loca hedlth
departments (3 within each State). Using the core capacities as benchmarks, we assessed each
hedlth department’ s preparedness.

FINDINGS

The State and local public health infrastructure is under-prepared to detect and
respond to bioterrorism

The capacity of a State, county, or city to detect and respond to bioterrorism depends both on
the strength of its public hedlth infrastructure and on the ability of its public health department to
work with emergency response partners. Our review of 12 State and 36 loca health
depatments identified vulnerahilitiesin their infrastructure that leave them not fully prepared for
abioterrorism event.

Surveillance and epidemiologic investigation. State and loca health departments rely on
surveillance systems and epidemiologic investigations to detect and define bioterrorism events.
In 3 State and 10 locd hedlth departments, communicable disease reports used for survelllance
are not aways submitted timely or consstently by providers. Further, 9 State and 26 loca
hedlth departments do not fully vaidate the reports they
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receive and only 4 State and 17 loca hedlth departments say they have an active surveillance
systemn in addition to disease reporting. I1n addition, 3 State and 15 locd hedth departments
lack the specidized staff and technology they would need to support epidemiologic
investigations during an event; 17 local hedlth departments do not have an epidemiologist on
deff.

| dentification. States also rely on laboratory testing to detect and define the scope of
bioterrorism events. The Laboratory Response Network is designed to link loca level A
clinicd labswith level B labs and the State' slevel C public hedth lab. However, it isnot fully
implemented. Five of 12 States have an incomplete list of level A laboratories, and 7 State
laboratories lack support from externa level B or C laboratories. In three-quarters of our
sample States, at least one respondent reports that their State laboratory was overwhelmed by
the many tests requested during recent, relatively small, anthrax events.

Communication. Responding to a bioterrorism event requires communicating with response
partners. Five State and 17 loca hedlth departments have questionable capacity to
communicate on a 24 hour, 7 day aweek bass. Also, 9 State and 24 locd hedlth departments
do not have complete risk communication plans.

M obilization. Response aso involves the mobilization of personnd and supplies. One quarter
of State and local hedlth departments acknowledge that they lack the equipment, supplies,
and/or trained gtaff to independently respond to large-scale bioterrorism events. They say they
will be dependent on the community, the State, and the Nationd Pharmaceutica Stockpile.
However, 5 State and 20 local hedlth departments do not have complete plans for receipt and
deployment of the Stockpile. Further, 4 State and 21 loca hedlth departments have not tested
their response protocols.

Public health interventions. Lagtly, responding to bioterrorism requires implementing public
hedth interventions. Four State and 14 locad hedlth departments report that they do not have dl
the laws, rules, and regulations they may need to fully activate and enforce public hedth
interventions that are necessary to control a disease outbresk. These interventionsinclude
quarantine, seizure of property, and restriction of travel.

In response to recent terrorism events, virtually all public health departments are
strengthening their bioterrorism preparedness programs

Recent events have heightened awareness around bioterrorism preparedness. All State and 32
local hedlth departments we visited have written or are writing a bioterrorism response plan.
They have dso integrated their preparedness activities with response partners in the community.
Seven State and ten local hedlth departments say they have received more decision-maker
support for ther bioterrorism programs since the events.
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Recent funding provides an opportunity to strengthen public health
infrastructure, but concerns remain

Since February 2002, CDC funding for bioterrorism preparedness increased from $66.7 million
to $918 million, and the Health Resources and Services Adminigration (HRSA) implemented a
new $125 million program for hospital bioterrorism preparedness. Written guidance for these
programs appears to address many of the vulnerabilities noted above. However, some issues
remain unaddressed. Program guidance gives little or no support for addressing the menta
hedlth needs of first responders, victims and thair families, and anxious members of the public,
such as those seeking unnecessary medica attention.  Further, some hedth departments raise
concern about tactical decisions related to response, such as who receives limited equipment
and supplies and whether or not first responders should be immunized. Some States dso stress
the need for sustained Federd funding to develop and maintain the public hedth infrastructure.

CONCLUSION

The findings in this report show that our public hedth infrastructure has left us under-prepared
to detect and respond to bioterrorism. Not al State and local hedlth departments have
aufficient saff, surveillance systems, technology, or laboratory capacity to quickly and
accurately identify an attack. Some aso lack the plans, partnerships, or authoritiesto
adequatdly respond. Since the anthrax attacks in the Fall of 2001, hedlth departments have
started to reassess their preparedness and the Federal government has substantialy increased
funding to rebuild public hedth infrastructures. Based on these findings, we conclude that
further work is needed at the Federd, State, and locd levelsto ensure that our country’s public
hedth system isfully prepared to respond to bioterrorism.

RECOMMENDATIONS

Firgt and foremost, CDC should develop a monitoring system to ensurethat the
bioterrorism preparedness funds are being used asintended. In 2002, State and |ocal
hedlth departments will receive $918 million in cooperative agreement funds to bolster the
public hedlth infrastructure and improve their capacity to detect and respond to bioterrorism.
Each of these cooperative agreements outlines a plan for reaching these gods. It is essentid
that CDC closely monitor the progress of State and local health departments in accomplishing
the gods st forth in these plans.

The Assistant Secretary for Public Health Emergency Prepar edness should work with
Statesto develop strategiesthat sustain the public health infrastructure subsequent to
the current influx of Federal funding. Although there will be asgnificant increase in Federd
support to States, it is essentid that infrastructure improvements be maintained in order to
protect our nation from the effects of future bioterrorism attacks.
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The CDC and the Substance Abuse and Mental Health Services Administration should
work together to address community mental health needsin itsfuture guidanceto
States. Our review of CDC's new program guidance revedsthat it does not fully addressthe
mentd health components of bioterrorism preparedness. Should a bioterrorism event occur,
firgt responders, victims and their families, and anxious members of the public would likely have
sgnificant menta hedlth needs.

The CDC should work with Statesto help them addresstactical decisonsrelated to
bioterrorism response. Respondents raise severd of these issues, such as deciding which
patients would receive limited trestment and immunizing first responders. The CDC should
provide technica assstance to States to support them in discussing and planning to dedl with
these, and potentidly other, tactical decisons.

AGENCY COMMENT

The Assstant Secretary for Public Heath Emergency Preparedness (ASPHEP), who directs
and coordinates the HHS activities related to bioterrorism and other public health emergencies,
commented on the draft report on behdf of the pertinent HHS agencies and offices. In generd,
the ASPHEP concurs with our recommendations. 1t notes that financial and program
monitoring systems are being devel oped for the cooperative agreements. The ASPHEP dso
notes that CDC will include menta hedth needs in future guidance, as well as provide technica
assganceto States. Appendix B contains the full text of the comment.
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INTRODUCTION

PURPOSE

To assess State and local health departments’ capacity to detect and respond to a bioterrorism
event.

BACKGROUND

The Centers for Disease Control and Prevention (CDC) asked the Office of Inspector Genera
(OIG) to assess State and loca hedlth departments’ bioterrorism preparedness. At that time,
CDC was funding State and local hedlth departments through their Bioterrorism Preparedness
and Response Cooperative Agreement Program and was participating in the Bioterrorism
Preparedness and Response Core Capacity Project 2001. The CDC made this request prior
to recent terrorism events.

Bioterrorism

The anthrax events of 2001 highlighted the important role the public hedth system playsin
responding to bioterrorism, that is, the deliberate release of a biologica disease agent for the
purpose of killing or harming people. Unlike traditiona terrorist attacks, abiological attack can
be covert and, therefore, unnoticed for days, even weeks. Thefirst responders will be hedlth
care providers and the public hedlth system, not traditiona emergency personnd. The recent
anthrax events caused 18 people to contract the disease, 5 of whom died. The consequences
of any future bioterrorism events could be far more widespread, resulting in life-threstening
illness on alarge-scae that could overwhelm the capacity of the current public hedth system.

It isthe respongibility of State and loca hedlth departments to identify and to prepare their
communities to respond to a bioterrorism event. They are reliant on both their partnership with
each other, as well astheir partnerships with other government and private entities. In fact, the
Nationad Association of County and City Health Officials (NACCHO) asserts that, at the local
leve, public hedth is rdiant on the “ shared responsbility of many entities, organizations, and
interests in the community.” These reationships become especidly important during a
bioterrorism event because public hedlth departments are reliant on ass stance from emergency
response partners to effectively respond.
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The Department’s Role in Bioterrorism Preparedness

The Department of Heath and Human Services (HHS) has severd agenciesinvolved in
bioterrorism preparedness. However, the CDC, the Health Resources and Services
Adminigration (HRSA), and the Office of Emergency Response (OER), formerly the Office of
Emergency Preparedness, in the Office of the Assstant Secretary for Public Health Emergency
Preparedness (ASPHEP) have the primary responsibility to support State and local
preparedness efforts. In addition, the newly created ASPHERP directs the Department’ s efforts
to prepare for, protect against, respond to, and recover from al acts of bioterrorism and other
public hedth emergencies that effect the civilian population. It also serves asthefoca point
within the HHS for these activities.

The CDC isleading the effort to ensure the public hedth infrastructure is fully prepared to
respond to bioterrorism. More specificdly, it isleading severd bioterrorism preparedness
initiatives, including the State and Locd Bioterrorism Preparedness and Response Cooperative
Agreement Program, the Nationa Pharmaceutical Stockpile, the Hedlth Alert Network, the
Laboratory Response Network, and the Bioterrorism Core Capacity Project.

The HRSA began funding State hedlth departments to improve their bioterrorism hospita
preparedness programs in February 2002. The purpose of this cooperative agreement
programis for States to upgrade hospital preparedness by identifying and implementing
preparedness plans for hospitals. The cooperative agreements are available to al 50 States,
the Digtrict of Columbia, New Y ork City, Los Angeles County, Chicago, and the territories.

The OER is respongble for managing the medica and public hedth consequences during public
hedlth emergencies, including bioterrorism. Specifically, the OER provides start-up funds for a
planning process, basic equipment, and a pharmaceutical cache for local and regiond
emergency response systems through the Metropolitan Medical Response System Program
(MMRYS) to improve our largest metropolitan areas capacities to provide integrated, unified
response to amass casuaty event, including bioterrorism. There are currently 122
municipaities recalving MMRS funding.

CDC'’s Role in Bioterrorism Preparedness

Bioterrorism Preparedness and Response Cooper ative Agreement Program. One of
the primary initiatives CDC has undertaken to improve the public hedth infrastructure’ s ability
to respond to bioterrorism is the Bioterrorism Preparedness and Response Program. This
program, directed by the Office of Terrorism Preparedness and Response, is a cooperative
agreement program between CDC and each of the 50 States plus the Digtrict of Columbia,
New York City, Los Angeles, Chicago, and the territories. It isintended to upgrade State and
locd health department preparedness and response
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capabilities relative to bioterrorism. The program started in 1999, but dl of the States did not
begin participating until 2001. The awards totaled $66.7 million in FY 2001 and increased to
$918 million in FY 2002. In addition to the funds, CDC provides ongoing technica assistance
and planning guidance.

The cooperative agreements are divided into seven focus areas. Areas A through E have been
funded since 1999, but few awardees received funding in dl five areas until 2002. Focus areas
Fand G arenew in 2002. The seven areas are:

A. Prepar edness Planning and Readiness Assessment funds the development and
implementation of State-specific plans to address public hedth issues following a
biologic or chemicd terrorist attack.

B. Surveillance and Epidemiology Capacity enables States to enhance, design, or
develop systems to rapidly detect unusua disease outbreaks.

C. Laboratory Capacity - Biologic Agents enables State and afew city public headth
laboratories to have the core diagnostic capabilities for bioterrorism agents.

D. Laboratory Capacity - Chemical Agentsenables States to acquire and maintain
dtate-of-the-art diagnostic capabilities for chemica agents.

E. Health Alert Networ k/Communications and Information Technology asssts
States and loca health departments to develop a communi cation network (internet or
fax) that will be used to broadcast and receive key information, such as public hedlth
derts and distance-learning offerings. Further, it isintended to ensure eectronic data
exchange and the protection of data, information, and systems.

F. Communicating Health Risks and Health Infor mation Dissemination ensures
that State and local public health organizations develop an effective risk
communications capacity that will provide timely information to the public during a
bioterrorism event.

G. Education and Training ensures that State and local hedlth agencies have the capacity
to (a) assessthe training needs of key public hedth professonals, infectious disease
specidigts, emergency department personnd, and other health care providers related to
preparedness for the detection of and response to bioterrorism, and (b) ensure effective
provision of needed education and training to key target audiences.

National Pharmaceutical Stockpile (NPS) Program. This program, run by CDC's
Nationa Center for Environmental Health, is anationd repostory of antibiotics, chemica
antidotes, antitoxins, life-support medications, intravenous administration and airway
maintenance supplies, and medica/surgica items. The stockpile conssts of *12-
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hour push packages’ and the Vendor Managed Inventory. The *12-hour push packages’
consst of preassembled sets of supplies, pharmaceuticals, and medica equipment ready for
quick delivery. The Vendor Managed Inventory conssts of additiona pharmaceuticals and/or
medical suppliesthat can be tailored to a specific event and shipped within 24 to 36 hours.

Health Alert Network (HAN). The Hedth Alert Network is a nationwide program
edtablished to facilitate communication, information, and distance-learning related to hedlth
threats, including bioterrorism. When fully established, the network, through a high-speed,
continuous, and secure connection to the Internet, will link local hedlth departments to one
another as well asto other components of bioterrorism preparedness and response, such as
laboratories and State hedlth departments.

L aboratory Response Network (LRN). The CDC is establishing a network that will link
laboratories throughout the country to public hedlth laboratories and sate-of-the art facilities
that can analyze biologica agents. The LRN divides laboratories into four levels according to
their capacity to test biologica and chemica terrorisam agents. The CDC laboratory islevel D,
the highest leve in the network. Next are laboratories at levels B and C with the capacity to
test for certain biologica agents, such asanthrax. Leve A will consst of loca clinica
laboratories that conduct rule-out testing and refer specimensto higher leve laboratories. For
each level, the network describes laboratory responsibilities, and outlines how to accessthe
State Public Hedlth Laboratory, CDC, and the FBI to refer or report suspected agents.

The Bioterrorism Core Capacity Project

In an effort to further help State and local health departments improve their public hedlth
systems' ability to detect and respond to bioterrorism, the CDC isleading ajoint locd, State,
and Federd effort caled the Bioterrorism Preparedness and Response Core Capacity Project
2001 (Core Capacity Project). The primary organizations involved are the Nationd
Association of County and City Hedlth Officials (NACCHO) and the Association of State and
Territoria Hedth Officids (ASTHO). The misson of the project isto develop the capacities of
State and local public health systems to prepare for and respond to a bioterrorism event.
During four working sessions, this group developed a document that is intended to provide
guidance on the highest priority capacities.

The Core Capacity Project draft document sets forth five goas for a public hedth system.
These gods are asfollows:

1. Surveillance and epidemiologic investigation: The public hedth sysem monitors

community hedlth Status to detect the presence of critica bioterrorism agents and, through
epidemiologica invedtigations, characterizes the public hedth emergency.
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2. ldentification: The Laboratory Response Network for bioterrorism can rule-out, refer,
identify, confirm, and characterize biologicd threet agents.

3. Communication: The public hedth system assures that information is collected, anayzed,
and communicated effectively among the response community, decision-makers, and the
generd public.

4. Mobilization: The public hedth system identifies, coordinates, and deploys public hedth
assets to assure an effective emergency response.

5. Public Health Interventions. The public hedth sysem implements emergency hedth
measures to control and contain an outbresk.

METHODOLOGY

We combined three methods for this ingpection, including in-person interviews, self-
administered questionnaires, and document reviews. We limited our review to 12 Statesin
order to obtain detailed and comprehensive data on State and local bioterrorism programs.

Sample

We sdlected a purposive sample of 12 States and 3 loca hedlth departments in each of these
States, for atotal of 48 sites. We chose the States based on four criteria

1) geographic location; 2) population; 3) the amount of funding the State received from 1999 to
2001 through CDC' s Bioterrorism Preparedness and Response Cooperative Agreement
Program (excluding funding for laboratory capacity for chemica agents); and 4) the relationship
between the State and the local hedlth departments (decentralized, centraized, mixed, or
shared). In decentraized States, the local government runs the loca hedlth department. In
centralized States, local hedth departments function directly under the State' s authority. Mixed
States have some decentralized locdities and some locdities are run by the State. In States
with a shared system, State and loca governments share authority over the local hedth
departments.

Thethree loca hedlth departments we selected in each of the States included: the one serving
the capitd city, the one serving the highest populated city (unless the capitd city is the highest
populated city; in that case we chose another populous city), and one in a suburban or rura
area. For the purposes of this report, we define locd health department as a city, county,
regiona, or municipa level hedlth department, even in centrdized States where these agencies
are part of the State department of hedth.
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State Health Department Site Visits

We conducted an on-site interview with State hedlth department officias in each State and
discussed their capacity to respond to a bioterrorism event. These interviews were conducted
during December 2001 and January 2002. We interviewed various officias responsible for
preparedness, such as the State epidemiologist, public health [aboratory director, bioterrorism
preparedness coordinator, the Health Alert Network director, and in some cases, gaff from
emergency response agencies. In seven States the director of the department of hedth was
present. We designed the interview questionnaire based on the gods of the Core Capacity
Project’ s guidance. Specifically, we reviewed each State hedlth department’ s level of
bioterrorism preparedness in the following areas. survelllance and epidemiology, identification,
communication, mobilization, and intervention.

Local Health Department Site Visits

We conducted an interview with officiasin each of the loca hedlth departments about their
capacity to respond to a bioterrorism event. All but one of these interviews were conducted
on-Ste during the same week as the State hedth department vist. Weinterviewed the officias
responsible for the public heath response to bioterrorism, which generally included the director
of public hedth. We again designed the interview questionnaire based on the Core Capacity
Project’ s guidance to State and local hedlth departments. We asked about the loca hedth
department’ s cgpacity in each of the following areas. surveillance and epidemiol ogy,
identification, communication, mohbilization, and intervention.

Core Capacity Self-Assessment

We asked respondents at each State and local health department to complete a salf-assessment
of their bioterrorism preparedness. All 12 State and 36 local health departments responded
between December 2001 and March 2002. The assessment was based on the most detailed
leve of the Core Capacity Project’ s guidance. It asked health departmentsto rate their
capacity on 277 specific tasks related to bioterrorism preparedness. For each item, we asked
the health departments to indicate if they had full capacity, partia capacity, or no capacity.

(See “State and Local Bioterrorism Preparedness. Report Card,” OEI-02-01-00552, for more
information on the results))

Review of Bioterrorism Response Plans

We a0 asked each State and local health department to submit acopy of their bioterrorism
emergency response plan, if one existed. We received and reviewed 28 plans. We assessed
the plans overdl structure and content. Specificaly, we reviewed each plan’s organizationd
chart, response procedures, including plan activation procedures, response partner list, and
NPS plan.
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LIMITATIONS

There were severa limitations to our methodology. First, due to health departments’ response
to recent terrorism events, we evaluated a system in trangtion. Bioterrorism preparedness
activities are moving swiftly and will have changed from the time of the interviewsto the time
thisreport isrdeased. Further, the recently gpproved increases in funding and new initiatives
related to bioterrorism preparedness will undoubtedly change the systems we eva uated.
Second, because we selected a purposive sample of 12 States and 36 local hedth departments,
our findings cannot be projected to the entire population of States or loca heath departments.
Third, we did not assess State and loca hedlth departments’ capacity to respond to chemica
attacks or other forms of terrorism, nor did we look at State or local law enforcement agencies
ability to respond to bioterrorism. Finally, the data we collected were sdlf-reported, and we
have not independently verified their accuracy.

This ingpection was conducted in accordance with the Quality Standardsfor I nspections
issued by the Presdent’s Council on Integrity and Efficiency.
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FINDINGS

Our review of 12 State and 36 local hedlth departments’ bioterrorism preparedness is based on
in-depth discussions with public hedth officids, reviews of their emergency response plans, and
an andysis of their comprehensive self-assessments. Our review revealed that their public
hedlth infrastructure is under-prepared to detect and respond to bioterrorism. However, amost
al hedth departments are currently strengthening their bioterrorism preparedness programs.
Recent increases in HHS funding, while not addressing al concerns, do provide an opportunity
to strengthen the public hedth infrastructure. These findings are evidence that further work is
needed at the Federd, State, and local leve to ensure that our country’s public hedth systlem is
fully prepared to respond to bioterrorism.

State and local public health infrastructure is under-prepared to
detect and respond to bioterrorism

The capacity of a State, county, or city to detect and respond to bioterrorism depends both on
the strength of its public hedlth infrastructure and on the ability of its public hedth department to
work with emergency response partners. All of the hedlth departments in our sample report
vulnerabilitiesin their public hedth infrastructure that leave them less than fully prepared for a
bioterrorism event. Table 1 (on the following page) lists key vulnerabilities based on the
bioterrorism core capacities.

The public health infrastructure’s capacity to detect bioterrorism is weak

In order for a hedth department to effectively detect a bioterrorism event, its infrastructure must
include a strong survellance system that monitors community hedth in atimely and accurate
manner. 1t must aso include sufficient resources to conduct thorough epidemiologic
investigations and a robust |aboratory capacity that can test for bioterrorism agents.

Surveillance systems are weak. We found that surveillance systems used by State and local
hedlth departments to identify and define the scope of bioterrorism events are often wesk.
These sysems rely on datathat are not dways timely or submitted consstently by providers. A
gtrong survelllance system is particularly important to identify a covert bioterrorism attack, as
opposed to the announced anthrax events of 2001.
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Tablel
Key Vulnerabilitiesin State and L ocal Bioterrorism Preparedness
(12 State & 36 loca hedlth departments)

Survellanceand | Surveillance systems are weak:

Epidemiologic » 3 Statesand 10 locals volunteer that communicable disease reports are

I nvestigation not aways submitted or timely

» 9 Statesand 26 locas do not fully validate the completeness or
appropriateness of surveillance data

* Only 4 States and 17 locals have an active survelllance system, in
addition to disease reporting

Epidemiologic capacity islimited by lack of resour ces:

» 17 loca hedth departments have no epidemiologist on staff

» 3 States and 15 locas lack adequate response staff or equipment
o 22 locdswill rdly on State for assstance with investigations

| dentification Laboratory capacity isvulnerable:
* Laboratory Response Network not fully implemented

» 5 States have an incomplete ligt of leve A labs

» No States hold regular meetings with level A labs

» In7 States the State laboratories conduct dl level B and C testing
» States struggled to meet demand during recent anthrax events

» In 9 of 12 States respondents report State Lab was overwhelmed

Communication Not all necessary communication protocolsarein place:

» 5 Statesand 17 locals do not have a complete current roster of 24-
hour contact information

» 9 Statesand 24 |locas do not have complete risk communication plans

M obilization States and locals have limited ability to mobilize response:

» 3 Statesand 9 locals volunteer that they have inadequate resources

» 4 Staesand 21 locals have done no testing of response protocols

» 5 Statesand 20 locals do not have complete plans for using the NPS

Public Health States and locals do not have all legal authority they may need:

I nter ventions » 4 Statesand 14 locas do not have dl needed laws, rules, regulations
* Only 7 States can fully activate and enforce quarantine

* Only 5 States can fully activate and enforce the seizure of property

* Only 6 States can fully activate and enforce the restriction of travel

Sources: OE| State and Local Health Department I nterviews, December 2001 through January 2002 and
OElI State and Loca Health Department Core Capacity Self-Assessment, December 2001 through March 2002
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While communicable disease reporting is the most common system that our sample hedth
departments use to monitor community hedlth, this system has severd limitations. In generd,
communicable disease reporting requires physicians and laboratories to report communicable
disease cases to ather the State or local hedth department.  Although five local hedlth
departments use an ectronic reporting system, it is more common for loca hedth departments
to require hedlth care providersto call, fax, or mail their reports. Respondentsin 3 States and
10 loca hedth departments aso volunteer that disease reports are not aways timely or
submitted consistently by providers. Further, 9 State and 26 local hedlth departments do not
fully vaidate the reports they receive by periodicaly evauating their completeness or
appropriateness. Lastly, some hedlth departments do not appear to have adequate methods to
anayze disease reports. In fact, severa respondents told us that they only look at reports
weekly and afew say they do not have the capacity to do any andysis. For example, one local
hedlth department says they cannot do any trend analysis because they do not have access to
higtorica data maintained by the State.

Four State and 17 loca hedlth departments we visited have surveillance methods in addition to
communicable disease reporting. The mgjority of these local hedlth departments are in large
cities and some receive specid funding from CDC. Therr active surveillance methods involve
collecting and analyzing data from sources such as emergency rooms or 911 cals on aregular
bass. For example, severd health departments monitor emergency room diversions, snce
more than one emergency room reaching full capacity may indicate a problem. One hedth
department with no active surveillance reports that it istoo costly to implement. Specificdly, an
officid says, “We haven't had the resources to develop [survelllance] agorithms or
technologies.” Active surveillance aso requires the cooperation of outside entities, such as
hospitds. One heath department reports that the only local hospita with the ability to provide
survelllance data refused to do so without rembursement.

Epidemiologic capacity islimited by lack of resources. After identifying an unusud
disease outbresk through surveillance, a hedth department must conduct epidemiologic
investigations to determine the incidence and distribution of the outbresk. We found that
sample State and loca hedlth departments’ ability to conduct these investigationsis limited.
Many lack the specidized staff or technology they need. Infact, 3 States and 15 local hedlth
departments volunteer that they lack adequate staff or equipment.

Of the 36 local hedth departments we visited, 17 do not have an epidemiologist on staff.
Nearly dl of the loca hedth departments that do have their own epidemiologist serve large
urban areas. The smaller locdities that do not employ their own epidemiologist appear to be
the most vulnerable. They routingly rely on loca public hedth nursesto investigate disease
outbreaks.

Many locd hedth departments, even those with their own epidemiologi<, say they may not
have enough trained staff or technology to conduct increased numbers of investigations during
an event. Seventeen say they would rely on the State to assist their own epidemiologist or
cross-trained staff to conduct investigations. Five others say they
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would have to rely exclusvely on the State to conduct investigations. A few loca hedlth
departments say having adequate staff for data entry is also a particular concern, especialy
since pecidized epidemiology software packages require specific skills. Oneloca hedlth
department faced difficulty in finding enough saff to do data entry for al of their recent anthrax
investigations. A respondent from another local hedlth department says, “Data entry personne
iswherewe are weakest.”

Some State and loca hedlth departments have initiatives to strengthen their epidemiologic
cgpacity. In one State, they are planning an epidemiologic interview training class for their Saff.
Another loca health department has devel oped diagnostic dgorithms to assist with these
investigations. Further, 12 loca hedth departments have mutual aid agreements with other
agencies, such asloca universties or other hedlth departments, to assst with epidemiologic
investigations during public hedth emergencies.

Laboratory capacity isvulnerable. The capacity of the |aboratory system that State and
loca hedlth departments rely on to identify bioterrorism agentsis limited. Thiswas particularly
evident when a number of States could not meet the demand for anthrax testing this past fall.
While the CDC has outlined a Laboratory Response Network (LRN) to strengthen the nation’s
ability to identify bioterrorism, it is not fully implemented. The LRN divides |aboratoriesinto
four levels (A, B, C, and D) according to their capacity to test bioterrorism agents.

To begin with, not dl of our sample States have identified or communicated with the level A
laboratories in their State. These arelocal clinical [aboratories that conduct rule-out testing and
if necessary refer gpecimensto ahigher level. Five States have an incomplete list of level A
laboratories. One State respondent reports that they are ill “working with CDC to identify
potentia A leve labs and agpproaching them.” Another State reports, “No labs are currently
level A.” Further, States are not consstently communicating with level A laboratories. None
conduct regular meetings with level A laboratories and only about haf offer forma training.
One State relies on a secure website to communicate with level A laboratories about protocols.
They report thereis “no assurance [level A laboratories] are complying with these protocols.”

In seven of the sample States, State |aboratories do not have support from an externd B or C
leve laboratory. Leve B and C laboratories are generaly State or city public health
laboratories that have the capacity to test for certain bioterrorism agents, such as anthrax. In
the States without level B and C support, the State public hedth laboratory isthe only
laboratory with the ability to conduct higher level testing. For example, one respondent reports
that the lack of apublic hedlth laboratory in alarge metropolitan area“ greatly hampers our
response to abioterrorism event.” A large city dso saysthat they are “completely dependent
onthe State lab.” They report difficulty adding level B laboratories to their networks. A few
say locd private laboratories refuse to perform bioterrorism testing. For example, one
respondent says “the (private) laboratory we outsourced our other clinica lab teststo said no
(to our request to test for bioterrorism.)”
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A few others say that their |aboratories are willing to upgrade to level B but have been unable
to because of alack of funding or reagents.

Most States struggled to meet the demand for |aboratory testing during the recent anthrax
events and scares. In 9 of our 12 sample States, at least one respondent volunteers that the
State laboratory was overwhelmed by thetesting. In fact, three States and one large local
hedlth department sent anthrax specimens out of the State to be tested because of abacklog in
their own laboratory. Further, a State respondent reports, “During anthrax we were
backlogged. The counties wanted to send (their specimens) elsewhere” Some hedth
departments had to stop other public hedlth testing in order to conduct their anthrax testing. A
respondent at one State says, “Right now, we do dl the testing, including rule-out. We had to
divert normd testing, such as HIV and e-coli, during the anthrax criss” A different State
explains, “The number of peoplein labs dedicated to bioterrorismis limited. Although people
are cross-trained, it doesn't scale up rapidly. The rest of the work was put on hold.”

Severd hedth departments we interviewed discovered other vulnerabilitiesin their own
laboratory procedures while responding to the anthrax testing. First, eight local respondents
mention that there was some confusion regarding the chain of custody of specimens. One
respondent says, “We didn’t know where [the specimens] were collected from or who needed
to be caled.” Second, others report experiencing delays reporting the results of anthrax testing.
Another State says that reporting results “was aconcern.  Clients complained that we didn’t
contact them.” Third, afew health departments mention that working with the Federal Bureau
of Investigations (FBI) and law enforcement was not always a smooth process. One
respondent states, “ The FBI was hesitant to share information, even though we were told that
public hedth was the firgt priority. In practice, thiswas not the case” Ladtly, severd
respondents report that the environmental samples submitted during the events needed to be
handled differently from human specimens. As one explains, environmenta specimens require a
higher safety leve during testing and are often more difficult to labe than human specimens.

The public health system’s capacity to respond to bioterrorism is limited

Once a hedth department has identified a disease outbresk, it must take additiona stepsto
effectively respond. Specifically, the hedth department must 1) continuoudy communicate with
response partners and the public, 2) identify and mobilize the locdl, State, and nationd
resources available to them, and 3) provide the public health measures necessary to control the
spread of the disease, such as giving vaccinations.

Not all necessary communication protocolsarein place. Although al State and loca
hedlth departments gppear to have some ability to communicate with their emergency response
partners during a bioterrorism event, the current system is vulnerable. The mgjority have
redundant communication equipment, such as radios, pagers, and cdl phones that will enable
them to communicate with response partners during an emergency. Although al but one State
uses the Hedlth Alert Network (HAN) to send
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dertsto locd hedth departments, only haf of the States have a HAN that dlows two-way
communication. Further, severd State hedlth departments are concerned that not dl of thelr
local hedth departments have the capacity to receive and review communications on a 24 hour,
7 day aweek basis. Infact, 5 State and 17 local hedlth departments do not have a complete
cdl-down roster with current 24-hour contact information.

Accurately and effectively communicating with the public and mediais crucid during a
bioterrorism event. Public hedth departments use “risk communication” to prevent inaccurate
information from being released to the public, therefore preventing a potentidly dangerous
public response. In addition, gppropriate risk communication can foster the public trust that
may be necessary to effectively control the spread of disease. Although 9 State and 24 local
hedlth departments do not have complete written risk communication plans, most of the health
departments report they expect to follow the basic principles of risk communication. These
include having a centrd point of contact, such as a public information officer, and conveying a
single cong stent message across response partners.

States and locals have limited ability to mobilize response. State and loca hedlth
departments expressed concerns about their ability to identify, coordinate, and deploy public
hedlth assets to assure an effective emergency response. In particular, 3 State and 9 loca
hedlth departments say they will not have the trained staff, equipment, and supplies they need to
respond to a bioterrorism emergency; others say sustaining a response to alarge-scale or long
term event would be difficult. Further, 4 State and 21 loca health departments report that they
have not tested their response protocols. A few hedth departments volunteer that they would
need to rely on Federa support for an adequate response. One loca respondent says, “No
one has the ability to respond to a bioterrorism event. We need to get the rapid response from
the nationd leve.”

To compensate for these limitations, hedlth departments are taking severa steps. Four State
and six locd health departments plan to rely on cross-trained staff. Six State and 14 local
hedlth departments will rely on resources and volunteers from the community or response
partners. However, only 3 State and 14 local hedlth departments have conducted training for
volunteers. In addition, two State and eight local health departments have begun stockpiling a
limited number of supplies and pharmaceuticas. Other initiatives include surveying the
community to identify available resources and forming mutua aid agreements with potentia
public hedth response partners or other organizations within the community.

While State hedlth departments are expecting to receive Federd ad in the form of the Nationd
Pharmaceutica Stockpile (NPS), they do not dl have plans for handling the NPS when it
arrives. The NPS push package contains equipment, supplies, and pharmaceuticals that can be
delivered within the first few hours of an event. However, 5 State and 20 local hedlth
departments we interviewed do not have complete plans for receiving, organizing, repackaging,
securing, and distributing the NPS,
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States and locals do not have all legal authority they may need. To effectively respond
to bioterrorism, a hedlth department must have the legdl authority to implement the necessary
public health measures to control the spread of disease. Four State and 14 loca hedth
departments report not having al of the laws, rules, and regulations that clearly specify the
authorities they may need to activate and enforce emergency public hedth and infection control
measures. These measures, or interventions, could include closure or quarantine of public
places, isolation of infected persons, restrictions on travel, or seizure of persona belongings or
property. Further, some of the departments say they may not have the capacity to enforce
their legd authority. For example, only seven States have the capacity to fully activate and
enforce quarantine. Only five States report that they can fully activate and enforce the seizure
of persond property and only six States can fully restrict travel. Severa respondents say they
need to rely on locd law enforcement to implement these public health measures. Asone
explans, “[The] relationship between public hedth and law enforcement is key to moving
effectively and efficiently.”

In response to recent terrorism events, virtually all public health
departments are strengthening their bioterrorism preparedness
programs

Recent events have heightened awareness around bioterrorism preparedness. In fact, all
sample States and 32 of the 36 loca public health departments have written or are currently
writing a bioterrorism response plan. A review of these plans reveals that most are integrated
into awider emergency management plan. While they typicaly include an organizationa chart
showing the emergency command structure, alist of response partners, and an outline or
summary of emergency response procedures, their level of detail varies. Some are more
comprehendve, such as one plan that includes a detailed agorithm for responding to
bioterrorism and discusses the lega authorities for public hedth interventions. Conversdly,
other plans are very broad, with few specific bioterrorism fegtures.

Four loca health departments we interviewed do not have a plan and are not currently writing
one. One respondent says they * need guidance from the Federa” government about what to
write. Another says, “Planning for bioterrorism is not a priority for this health department.”

The loca hedth departments we visited have begun to integrate their public hedth preparedness
activities with response partnersin their community. These partners include traditiona
emergency response partners, such aslocd law enforcement, hospitals, hedlth care providers
and associations, |aboratories, and fire departments. Hedlth departments have also increasingly
reached out to form relationships with other entities, such as the Red Cross, schools, medica
examiners, and amateur radio operators. Most health departments are part of terrorism
taskforces, workgroups, or committees and some also have formal mutua aid agreements.
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Seven State and ten local hedlth departments also say they have received more support from
decison-makers and other stakeholders for their bioterrorism preparedness programs since the
recent terrorism events. Severd report new staff positions were funded to integrate
bioterrorism preparedness with other activities. Respondentsin 5 States and 12 locd hedlth
departments report that political leaders have been atending emergency response planning
mestings or have started their own taskforce. Threeloca hedth departments have so
received more funding for bioterrorism.

Recent funding provides an opportunity to strengthen public
health, but concerns remain

Guidance from recent funding requires States to address most vulnerabilities

In 2002, the Department significantly increased funding to State and loca hedlth departments
through two cooperative agreement programs. First, CDC's Bioterrorism Preparedness and
Response Cooperative Agreement Program has increased from $66.7 million in 2001 to $918
million in 2002. Second, in February 2002, HRSA announced a new $125 million cooperative
agreement program with State health departments to upgrade hospital preparedness.

Detection. Recent funding appears to target a number of the weaknesses in disease
survelllance and epidemiology. As noted earlier, health departments are relying on
communicable disease reports that are not dways timely or submitted congstently by providers.
Further, dmogt haf of the loca hedth departments do not have an epidemiologist to investigate
these reports. As shown in Appendix A, CDC’s cooperative agreement guidance provides
State hedlth departments with opportunity to improve their capacity to detect bioterrorism by
strengthening their disease reporting system and requiring one epidemiologist in each
Metropolitan Statistical Areawith a population over 500,000.

Recent funding a so addresses severd wesaknesses in laboratory capacity. Aswe noted above,
about haf of the States have not identified dl level A clinica Iaboratories and some have
concerns about their relationship with law enforcement. Asdiscussed in Appendix A, CDC's
new cooperative agreement funding gives State health departments an opportunity to improve
these weaknesses by writing plans and procedures that include al laboratoriesin their
jurisdiction and by improving relaions with the FBI and level A laboratories.

Response. Recent funding also presents severd opportunities for State health departmentsto
improve their response and communication capacity, asillugtrated in Appendix A. Firg, hedlth
departments will be funded to plan for the use of the NPS. Second, States will enhance their
communication capacity by expanding the Hedlth Alert Network, developing arisk
communication plan, and helping loca hedth departments to have 24 hours per day, 7 days per
week communication syslems. Third, States are
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required to examine their statutes, regulations, and ordinances to determine whether they
provide authority to perform emergency public health measures. Lastly, recent funding dso
requires States to improve their ability to protect the persona safety of responders, including
hedlth care providers. This concern has been raised by severd of our respondents, especidly
regarding vaccinaing first responders.

Some concerns remain

Some respondents raise concerns that go beyond the scope of recent funding. To begin with,
some heslth departments noted that sustained Federa funding for both bioterrorism
preparedness and the public hedth infrastructure is critical. For example, some respondents
believe they cannot hire and maintain professond staff, such as epidemiologists and |aboratory
technicians, without a commitment of sustained funding. Others comment that bioterrorism
preparedness initiatives will be less effective without the support of a strong public hedlth
infrastructure. For example, one respondent states, “Money to do specific things such as
laboratory capacity won't help us respond without public health nurses.”

The menta health component of responseis not adequately addressed by CDC' s recent
funding guidance. One respondent, stressing the importance of menta hedth services, says,
“Menta hedlth services should be better prioritized.” Severd respondents believe that the
public, firgt responders, and victims and their families will have significant mental health needs
during a bioterrorism event. Further, anxious members of the public seeking unnecessary
medicd atention could quickly overwhelm the hedth care system during a bioterrorism event.
Although HRSA funding guidance discusses menta hedlth, the CDC cooperative agreement
guidance does not address mental hedlth issues. For example, while CDC requires States to
establish a bioterrorism advisory committee with representation from other State and local
agencies, it does not identify menta health agencies as required members.

Additionaly, some hedth departments report that difficult tactica decisons may complicate
their ability to respond to bioterrorism. Severd officids note that during alarge-scale event
resources would be limited, meaning that difficult ethical decisonswill need to be made, such as
deciding which patients receive trestment and which do not. For instance, one respondent is
concerned that there are only asmall number of ventilatorsin her county. If there were ever a
smallpox outbreak, she volunteers, someone would need to decide which patients were given
the ventilators and which were denied or perhaps taken off their equipment. At least one hedlth
department is beginning to address these difficult issues by initiating a series of bioethical
seminarsfor its geff.

Lastly, we found that hospital |aboratories can play an important role in the laboratory response
system. Although HRSA'’ s cooperative agreement addresses hospital preparedness and
capacity, it does not currently address the role and capacity of hospital-based laboratoriesin
States Laboratory Response Networks.
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CONCLUSION

The findings in this report show that our public hedlth infrastructure has left us under-prepared
to detect and respond to bioterrorism. Not al State and local health departments have
sufficient staff, surveillance systems, technology, or laboratory capacity to quickly and
accurately identify an attack. Some a0 lack the plans, partnerships, or authoritiesto
adequately respond. Since the anthrax attacks in the Fall of 2001, hedlth departments have
started to reassess their preparedness and the federal government has substantialy increased
funding to rebuild public hedlth infrastructures. Basad on these findings, we conclude that
further work is needed at the Federd, State, and locd levelsto ensure that our country’s public
hedlth system isfully prepared to respond to bioterrorism.
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RECOMMENDATIONS

First and foremost, CDC should develop a monitoring system to ensurethat the
bioterrorism preparedness funds are being used asintended. In 2002, State and local
hedlth departments will receive $918 million in cooperative agreement funds to bolster the
public hedlth infrastructure and improve their capacity to detect and respond to bioterrorism.
Each of these cooperative agreements outlines a plan for reaching these gods. It isessentid
that CDC closely monitor the progress of State and locd hedlth departmentsin accomplishing
the goas st forth in these plans.

The Assistant Secretary for Public Health Emergency Prepar edness should work with
Statesto develop strategiesthat sustain the public health infrastructure subsequent to
the current influx of Federal funding. Although there will be asgnificant increase in Federd
support to States, it is essentid that infrastructure improvements be maintained in order to
protect our nation from the effects of future bioterrorism attacks.

The CDC and the Substance Abuse and Mental Health Services Administration should
work together to address community mental health needsin itsfuture guidanceto
States. Our review of CDC's new program guidance reveals that it does not fully addressthe
mentd health components of bioterrorism preparedness. Should a bioterrorism event occur,
firg reponders, victims and their families, and anxious members of the public would likely have
sgnificant menta hedth needs.

The CDC should work with Statesto help them addresstactical decisionsrelated to
bioterrorism response. Respondents raise severd of these issues, such as deciding which
patients would receive limited trestment and immunizing firgt responders. The CDC should
provide technica assistance to States to support them in discussing and planning to dedl with
these, and potentidly other, tactical decisons.

AGENCY COMMENT

The Assstant Secretary for Public Health Emergency Preparedness (ASPHEP), who directs
and coordinates the HHS activities related to bioterrorism and other public health emergencies,
commented on the draft report on behdf of the pertinent HHS agencies and offices. In generd,
the ASPHEP concurs with our recommendations. It notes that financial and program
monitoring systems are being devel oped for the cooperative agreements. The ASPHEP dso
notes that CDC will include menta hedlth needs in future guidance, as well as provide technica
assgance to States. Appendix B contains the full text of the comment.
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APPENDIX A

2002 CDC and HRSA Cooperative Agreement Guidance
Requires States to Address Key Vulnerabilities

Area of Vulnerability

Guidance Addressing Key Vulnerabilities

Survelllance and
Epidemiologic
Vulnerabilities

» States must have a*“highly functioning, mandatory reportable
disease survelllance system” with timely reporting by  providers
and laboratories.

» States must prepare atimeline for developing asystem to
receive and evaluate these reports on a 24/7 bass.

» States should consider providing education for |aboratories and
providers about reporting requirements.

» States should pursue active survelllance of outside data sources
after fulfilling the bad's capacities.

» States must write a plan to provide one epidemiologist for each
Metropolitan Statistical Areawith a population greater than
500,000.

| dentification
Vulner abilities

o States must create an integrated response plan (that includes
results reporting) for laboratories within their jurisdiction.

o States must develop operationa plans and protocols that
include transporting specimens, training of personnel, triage
procedures for prioritizing intake and testing of specimens.

» States must establish operationd relationships with loca
Hazardous Materid (HAZMAT) teams, first responders, and the
FBI.

» States mugt prepare atimeline for “ensuring effective working
relationships and communication between level A (clinica)
|aboratories and higher level [aboratories.”

State and Local Bioterrorism Preparedness
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Communication
Vulnerabilities

o States must prepare atimeine for a plan that ensures 90 percent
of the population is covered by the Hedlth Alert Network.

o States must develop an interim plan for risk communication and
informéation dissemination to the public.

o States must work with local hedlth departments to ensure that
they establish and maintain a system for 24/7 notification.

Mobilization
Vulner abilities

o Staes must develop an interim plan to recaive and manage items
from the National Pharmaceutical Stockpile and other sources (and
identify personndl to be trained for these functions).

Public Health
I nterventions
Vulner abilities

o Statesmust prepare atimeline for assessment of statutes,
regulations, and ordinances within the Sate that provide for
executing emergency public health measures.

» States must develop and expand their capacity to address
worker hedth and safety issues related to bioterrorism, with a
primary focus on protection of emergency response workers,
remediation workers, and exposed occupational groups.

o States should assess the need for protection of clinicians
(vaccination, antibiotic prophylaxis, persond protective equipment,
education) to ensure their avallability in an epidemic.
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APPENDIX B

Agency Comment

In this gppendix, we present in full the comment from the Assstant Secretary for Public Hedlth
Emergency Preparedness.
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FROM: Jerome M. Waner

SUBJECT: CIDNC Comments to the O1G Draft Report on State and Local Tiealth
Departments’ Capacity to Detect ind Kespond to a Bislerrosism
(OET-02-07 005 50)

On behalf of the perlinent HHS agencies and offices, the Office of the Asasistant
Secretary for Public [ealth Emergency Preparedness (OASPHEP) is pleased to rasprond
to the report by the Office of Evaluation and Inspection, Office of the Inspector Ceneral
(OELOTG) on the capacity of stare and local heslth departments to delect and respond Lo
# bioterrorism event (OIG-02-01-00550),

The toport is timely, coming as it does in the wake of the unprecedented increase in
public health preparedness funding that followed the attack on the World Trade Center
on September 11, 2001 and the subsequent nefarious mail-bome distribution of sporces of
Bacillus anthracis, the microbe that causcs anthrax. In response to these events, the
Administralion mmd Congress determined that it was imperative lo upgrade oar Nation®s
public health infrastruciure, In particular, in Fiscal ¥ ear (FY) 2002, the Cenlers for
Discase Control and Prevention (CDC) awarded gt tnlal of §918 million in seoperative
agreements with all 30 states, the District of Columbia, the 3 lrgest metropolitan areus
{Los Anpeles County, Mew Yok City, and Chicage), and the 5 U, 5, Taritories. This
fanding comstinred a more than 20-fold mcrease over the anmual level of FTIHS funding
for similar purposes during the period FY [900-200]1, Because vour report focises
primarily on the biolermorsme-telovant capabilities of state and local health deparmmenns
Just prior to the FY 2002 awards, its findings provide a haseline fom which (o track the
irnpact of this unprecedented upsurge in funding. Moreover, its recommendations ane
alraightforward, practical, and conzistent with steps that HHS is laking 1o enhance
preparcdness for bictermorism and other public health emerpencies.
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Page -2- Tanet Renquist
We offer the following specific comments regarding the recommendations:

I. Fmancial and Program Moenitoring. We agree that financial and program-monitoring
systems are necded to help ensure that the states and other recipients use the funds as
intended. CDC has initiated a formal accounting review (hat specifically links
cxpenditures with each of the program focus arcas, and OASPHEP and CDC look
forward 1o the availahility of the audil guide that the 01G iz devcloping. Further, the 14
“erilical benchmarks™ featured in the guidance for the FY 2002 awards provide a
framewerk for assessing progress during the first budget period, sand CDC has initiated an
cvaluation design to specify longer-term performance measures for each of the focus
areas.

2. Sustaining public health infrastructure. This recommendation should be directed
towand the Assistant Svcretary for Public Health Emergency Preparedness (ASPHEF), a
new position authorized by the Public Health Security and Biotemrorism Preparedness and
Response Act of 2002. We concur with the OIG s assessment of the criticality of health
infrastructure improvements. On behalf of the Secretary of Health and Human Services,
the ASPHEP directs and coordinales HHS activities related io bioterrorism and other
public health emergencies. Finding ways to help ensure sustained impact from the
current funding is a high priority for HHS and its etale parners.

3. Community mental health needs. We agree that CDC should work more closely with
the Substance Abuse and Mental Health Services Administration (SAMSHA) to address
community mental health needs. We will address this explicitly in the guidance for the
CDXC cooperative agreements for FY 2003,

4. Assisting states with tactical decisions. The states lace formidable challenges in
preparing for and responding to bioterrorism and other public health emergencics. Two
prominent examples are large-scale emergency immunization programs and management

- and distribution of materie] from the Mational Pharmaceulical Stockpile. We agree tha
HHSE should provide guidance and other technical assistance relative to such maticrs.
This 15 a major and growing aspect of CDC activities.

Thank you again for the opportunity to respond on behalf of the Department to your
report and its specific recommendations.
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