




2. PREVENTING TOBACCO USE AND EXPOSURE

Current Status:

Cigarette smoking is the leading cause of prevent-
able death in the United States, killing more peo-
ple than alcohol, AIDS, car accidents, illegal drugs, 
murders and suicides combined.103  In the U.S., 
approximately 400,000 people die from smoking 
and 50,000 adult nonsmokers die from exposure 
to secondhand smoke each year.104  In addition, 
there are six million children under 18 alive today 
who will ultimately die from smoking.1035

An estimated 43.8 million people, or 19 per-
cent of all adults (aged 18 years or older), in 
the United States smoke cigarettes.106  In 2010, 

tobacco companies spent $8.5 billion — nearly 
$1 million every hour — to market cigarettes 
and smokeless tobacco products.107 

Federal and state government Medicaid smok-
ing-related payments are $30.9 billion, annually, 
while taxpayers’ yearly burden from smoking-
caused government spending is $70.7 billion or 
$616 per household.108

As states have cut funding to their tobacco con-
trol programs, the rate of decline in youth to-
bacco use has slowed noticeably.109 

73

WA

NV

AZ

CO

NE

ND

MN

WI

IL

KY VA

NY

HI 

MD 
DC

DE 
NJ 

NH 

VT 

MA 

RI
CT 

NC

LA

AR

MS AL

SD

KS MO

TN

GA
SC

FL

IN OH

WV

PA

ME

MI 
IA

OK

TX

NM

OR
ID

MT

WY

UT

AK

CA

WA

NV

AZ

CO

NE

ND

MN

WI

IL

KY VA

NY

HI 

MD 
DC

DE 
NJ 

NH 

VT 

MA 

RI
CT 

NC

LA

AR

MS AL

SD

KS MO

TN

GA
SC

FL

IN OH

WV

PA

ME

MI
IA

OK

TX

NM

OR
ID

MT

WY

UT

AK

CA

2011 Adult Smoking Rates by State (BRFSS)

2011 High School Smoking Rates by State (YRBS)

n <15%
n >15% & <20%
n >20% & <25%
n >25%

n No data
n <15%
n >15% & <20%
n >20% & <25%



Why Preventing Tobacco Use and Exposure Matters:

n �Every year, smoking requires $96 billion in 
public and private health care expenditures.110   

n �Productivity losses caused by smoking each 
year reach nearly $100 billion.111

n �Smoking harms nearly every organ of the 
body.  Smoking is a known cause of cancer of 
the lung, larynx, oral cavity, bladder, pancreas, 
uterus, cervix, kidney, stomach and esophagus.  
It also causes heart disease and lung disease 
such as emphysema and bronchitis. 112  

n �The risk of developing lung cancer is about 
23 times higher among men who smoke 
cigarettes and about 13 times higher among 
women who smoke cigarettes, compared with 
never smokers.113  Cigarette smoking approxi-
mately doubles a person’s risk for stroke.114  
Nonsmokers who are exposed to secondhand 
smoke increase their heart disease risk by 25 
percent to 30 percent and their lung cancer 
risk by 20 percent to 30 percent.115 

Recommendations: 

s �Sustain investments in tobacco prevention 
and cessation programs:  Federal, state and 
local funding for preventing tobacco use and 
tobacco cessation should be preserved, in-
cluding protecting the Prevention Fund and 
CTGs, which enable communities around 
the country to invest in proven strategies to 
improve health, including through the reduc-
tion of tobacco use.  These funds should also 
support continuation and expansion of the 
CDC’s media campaign to reduce tobacco use.

s �Ensure health insurance coverage for tobacco 
cessation treatments:  The Affordable Care Act 
requires all new private health insurance plans 
to cover recommended preventive health ser-
vices, including tobacco cessation, with no cost-
sharing.  However, many insurers are failing to 
provide this coverage and HHS and the states 
should give detailed guidance on what cessa-
tion coverage is required under the Act.  

s �Effectively implement the FDA’s new author-
ity over tobacco products:  The FDA must 
continue to effectively implement the new 
authority over tobacco products that it re-
ceived under the 2009 Family Smoking Pre-
vention and Tobacco Control Act.  Priorities 
should include assertion of jurisdiction over 
all tobacco products; a rigorous review of new 
tobacco products; and continued legal de-
fense of the graphic cigarette warning labels 
required by the 2009 law.

s �Support tobacco-free environments and poli-
cies:  More and more states and localities are 
passing smoke-free laws that protect everyone’s 
right to breathe clean air — free from harm-
ful secondhand smoke.  People should have 
access to workplaces, parks, schools and other 
public areas that are tobacco free.  Tobacco-
free policies recommended in the National 
Prevention Strategy should be expeditiously 
implemented, including ensuring smoke-free 
policies in and around all federal buildings 
and properties including military bases.
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3. ENCOURAGING HEALTHY AGING

Current Status:

By 2030, 20 percent of the U.S. population — 
71 million Americans — will be 65 or older.  
Aging-related diseases are projected to increase 
the country’s health care costs by 25 percent 
during this time period.116 

Eighty percent of America’s seniors live with at 
least one chronic disease that could lead to pre-
mature death or disability.117  For example, cur-
rent estimates for the prevalence of Alzheimer’s 
disease range from 2.6 million to 5.2 million 
Americans.  There is growing evidence that Al-
zheimer’s disease can be prevented or delayed 
through healthy lifestyles, physical activity and 
stimulating the brain by reading and staying so-
cially active.  If present trends continue, by 2050, 
as many as 16 million Americans may be living 
with Alzheimer’s disease.118  The total costs for 
health care, long-term care and hospice associ-
ated with Alzheimer’s and other dementias are 
projected to increase from $183 billion in 2011 
to $1.1 trillion in 2050 (in 2011 dollars).119  

Furthermore, each year, one-third of seniors expe-
rience falls, resulting in more than 2 million inju-
ries, 650,000 hospitalizations, and 20,000 deaths.120 
The financial costs associated with accidental falls 
by seniors are expected to increase as the popula-
tion ages and may reach $54.9 billion by 2020.121

Why Encouraging Healthy Aging Matters:

n �According to CDC, many cases of chronic ill-
nesses, particularly heart disease, stroke, diabe-
tes, and some forms of cancer, could be avoided 
or delayed with healthy lifestyle practices, such 
as regular physical activity, healthy eating, and 
avoiding tobacco use, and through screenings for 
early detection of cancer and other diseases.122 

n �Medicare expenditures increased signifi-
cantly faster among overweight and obese 
beneficiaries compared to normal weight 
beneficiaries in recent years.  While expen-
ditures increased among all groups, expen-
ditures increased by a mean of $122 per year 
for normal-weight beneficiaries, $230 per 
year for overweight beneficiaries and $271 
per year for obese beneficiaries.123

n �A recent study found that despite government 
recommendations, close to one-third of Amer-

icans aged 65 and over did not receive a flu 
shot in 2009, and over one-third reported not 
ever receiving a pneumococcal vaccination.124

Recommendations: 

s �Educate seniors and their health providers on 
the importance of preventive care:  Health 
care providers, insurers, community orga-
nizations, employers and government offi-
cials should provide seniors with increased 
information about the importance of life-
style changes, such as those related to diet 
and physical activity, and the importance of 
getting routine screenings and physicals for 
early diagnosis and treatment of health con-
ditions.  CMS should educate providers and 
beneficiaries about the new clinical preven-
tion benefits included as part of the ACA.  

s �Make sure seniors are informed about their 
Medicare prevention benefits:  Medicare 
should more actively and widely dissemi-
nate information about the range of preven-
tion benefits available, including preventive 
screenings for heart disease, diabetes, and 
many other chronic conditions, as well as vac-
cinations for shingles, flu and pneumonia. 

s �Fully fund the pilot project to provide pub-
lic health interventions to the pre-Medicare 
population:  The Healthy Aging, Living Well 
pilot program authorized under the Afford-
able Care Act should be fully funded.  The 
pilot project would provide public health 
community interventions, screenings, and, 
when necessary, clinical referrals for indi-
viduals between 55 years to 64 years of age. 

s �Prioritize vaccinating seniors for flu and 
pneumonia:  Health departments should 
strive to achieve the national goals of vacci-
nating 90 percent or more of seniors for flu 
and pneumonia.  

s �Increase resources for research: The federal 
government should increase funding for the 
National Institute on Aging and the research 
efforts at the National Institutes of Health that 
investigate causes and cures of aging-related 
chronic conditions, including neurological dis-
eases such as Alzheimer’s disease and dementia. 
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Altarum Institute Recommendations to Promote Health and 
Well-Being Among Baby Boomers and Seniors

Altarum Institute compiled recommendations of 
top prevention strategies for Baby Boomers and 
seniors, helping Americans age as well and inde-
pendently as possible. 

High-impact recommendations targeted to help 
Boomers included:

1. �Accelerate the Implementation, Spread 
and Scale-Up of Proven Community-
Based Prevention Programs.  In order to 
be successful, community-based prevention 
programs need to be adequately funded and 
local leaders need incentives, as well as educa-
tion and training to fully utilize the programs.  
Funds also need to be invested to support 
research, evaluations and analyses of interven-
tions in order to effectively tailor programs 
to each community.  A range of programs 
have been proven to be effective in improving 
health outcomes over time:

n �Group Lifestyle Balance is a comprehensive 
behavior change program to prevent dia-
betes and the metabolic syndrome through 
healthy eating and physical activity.125

n �Coordinated Approach to Child Health 
(CATCH) Healthy Habits is an intergenera-
tional physical activity and nutrition program 
using evidence-based curriculum.126

2. �Enhance Knowledge and Adoption of 
Chronic Disease Self-Management Pro-
grams.  There are opportunities to prevent 
chronic diseases from worsening and assist 
Boomers in understanding and coping with these 
conditions. Investments in self-management best 
practices research should be made to develop 
more effective interventions.  Stakeholders across 
medical and nonmedical organizations, including 
health care and aging services providers, public 
health departments, employers and advocacy 
groups, must collaborate in order to align efforts 
to maximize use of self-management practices.

3. �Promote the Adoption of Evidence-Based 
Workplace Wellness Initiatives.  With mixed 
evidence on the outcomes and effectiveness of 
workplace wellness programs, Altarum Insti-
tute recommends that policymakers establish 
a database with information and evidence from 
prospective, on-going and completed studies 
in order to bolster information on workplace 
wellness programs and best practices.

4. �Support Public Education and Community-
Based Initiatives That Encourage Planning 
for Old Age.  Policymakers should develop 
new, as well as strengthen existing, educational 
resources to help Boomers with long-term plan-
ning.  For example, the National Clearinghouse 
for Long-Term Care Information provides a 
range of resources for individuals and families 
and the Own Your Future Awareness Campaign 
is a federal-state effort to increase knowledge 
about long-term care planning.  A few commu-
nity-based interventions have also shown to be 
effective in promoting long-term planning:

n �The Respecting Choices program provides train-
ing and support to help communities include 
advance care planning as an on-going process 
between individuals, families and caregivers.127

n �Physicians Orders for Life-Sustaining Treat-
ment is an advance care planning tool that 
helps translate patient goals and preferences 
into his or her long-term care plan.128

The recommendations targeted to help seniors 
included:

5. �Increase Support for Policies and Pro-
grams Aimed at Preventing Falls Among 
Older Adults.  Increasing support for policies 
and programs aimed at preventing falls can be 
accomplished through a variety of ways includ-
ing increasing funding for community-based 
falls prevention programs; integrating falls 
prevention strategies into existing senior out-
reach services such as Meals on Wheels; and 
incorporating falls prevention into the U.S. De-
partment of Housing and Urban Development 
procedures.  Many successful evidenced-based 
falls prevention programs exist:

n �FallProof is a group-based program that tar-
gets older adults before they fall, but are start-
ing to experience balance-related problems.129

n �Matter of Balance helps to reduce fear of 
falling and increase activity levels.130

6. �Enhance Opportunities for Physical Activ-
ity Among Older Adults.  Altarum Institute 
recommends that policymakers implement 
policies and strategies to support active liv-
ing for seniors, which can be accomplished by 
addressing barriers that prevent seniors from 
participating in physical activity; ramping up 
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education and outreach efforts; and promoting 
community-based physical activity programs.  
A range of successful programs to increase 
physical activity among Boomers and seniors 
have already shown positive results:

n �Active Choices includes a trained activity coach 
who helps develop an individualized exercise 
plan, provides phone support, monitors prog-
ress and offers exercise tips and information.131

n �EnhanceFitness and EnhanceWellness certi-
fied instructors lead participants in warm-
ups, aerobics, cool downs, strength training 
and balance exercises.132

n �Strong for Life is a home-based exercise 
routine to improve strength, function and 
balance among older adults.133

n �Active Living Every Day is offered in settings 
such as worksites, hospitals and retirement 
communities to engage individuals with sed-
entary lifestyles.134

n �Fit & Strong! targets older adults with 
osteoarthritis to help improve function and 
physical activity, reduce pain and increase 
self-efficacy.135

7. �Promote Healthy Diet and Nutrition 
Among Older Adults.  Improving diet 
and nutrition among older adults can be 
achieved through home-delivered meal 
services such as Meals on Wheels; nutrition 
education programs that promote the 
use of multivitamins and nutritional drink 
supplements; and increasing support for 
programs like Supplemental Nutrition 
Assistance Program (SNAP) to supplement the 
diets of older adults.  Increasing awareness of 
the following community-based programs has 
the potential to help promote healthy diet and 
nutrition among older adults:

n �Healthy Eating for Successful Living educates 
seniors about nutrition and lifestyle changes to 
promote health and prevent chronic diseases.136

n �Senior Farmers’ Market Nutrition Program 
provides low-income seniors with coupons for 
healthy foods at farmers’ markets, roadside 
stands and community agriculture programs.137

n �Eat Smart, Live Strong aims to improve fruit 
and vegetable consumption and physical 
activity among adults 60 to 74 who are 
eligible for USDA Food and Nutrition 
Service assistance programs.

8. �Promote Primary and Secondary Preven-
tion of Depression Among Older Adults.  
Although screening for depression already 
exists as part of Medicare, Medicare should 
monitor and evaluate the effectiveness of the 
current system and the tools that practitioners 
are using.  A range of proven programs and 
services currently exist and should be dissemi-
nated more widely, accompanied by a campaign 
communicating the implications of depression 
among older adults.  Secondary prevention pro-
grams have proven effective in reducing depres-
sion and related symptoms among older adults.

n �Program to Encourage Active Rewarding 
Lives for Seniors (PEARLS) teaches depres-
sion management skills through in-home 
counseling sessions.138

n �Healthy Identifying Depression, Empower-
ing Activities for Seniors (IDEAS) aims to 
reduce depressive symptoms in older adults 
with chronic health conditions and func-
tional limitations.139

9. �Increase Affordable and Accessible Hous-
ing Options for Older Adults.  Federally 
subsidized housing for seniors needs to meet 
the current need, and further expansion should 
be considered to plan for growing needs.  
Policymakers should explore new and existing 
models that combine housing and supportive 
services for seniors such as Naturally Occurring 
Retirement Communities, “Village” models,140 
and Continuing Care Retirement Communi-
ties.  Programs that connect older adults with 
available benefit programs should be supported 
such as the National Council on Aging’s Eco-
nomic Security Initiative and BenefitsCheckUp, 
which offer tools to improve the economic 
security of lower-income older adults.

A final recommendation is important for both 
Boomers and seniors:

10. �Support the Creation of Healthy Com-
munities for People of All Ages and Abili-
ties.  Our environment—including our homes, 
schools, businesses, parks, and roads—can 
play an important role in our health and well-
being. Policymakers should consider laws, poli-
cies and programs to encourage communities 
that are “livable,” “lifelong,” “age-friendly,” 
“sustainable,” and “intergenerational.” Efforts 
should be evaluated to identify promising prac-
tices that pave the way for healthy environ-
ments that meet the needs of all residents.



4. �IMPROVING THE HEALTH OF LOW-INCOME AND MINORITY 
COMMUNITIES

Current Status:

Low-income and minority communities have 
higher rates of obesity, asthma, diabetes, infant 
mortality and other preventable diseases.   Ac-
cording to the Health Policy Institute at the 
Joint Center for Political and Economic Studies, 
African Americans and other racial and ethnic 
minorities experience poorer health relative to 
national averages from birth to death — in the 
form of higher infant mortality, higher rates 
of disease and disability, and shortened life ex-
pectancy.141  Forty-eight percent of black adults 
suffer from chronic disease, compared with 39 
percent of the general population.142

Obesity correlates strongly with economics: 
more than 33 percent of adults who earn less 
than $15,000 per year were obese, compared 
with 24.6 percent of those who earned at least 
$50,000 per year.143   Adult obesity rates for 
blacks are at or above 30 percent in 34 states 
and D.C.  The rates exceed 40 percent in 10 
states.  Meanwhile, adult obesity rates for Lati-
nos are at or above 30 percent in 19 states.144

Black children and low-income children are 
more likely to have asthma than white or Latino 
children and children from higher-income fami-
lies, and are more likely to have suffered acute 
asthma attacks.145  Nearly 15 percent of blacks 
and 14 percent of Latinos have been diagnosed 
with diabetes compared to 8 percent of whites.146

Large disparities in infant mortality rates persist.  
Infants born to black women are 1.5 to 3 times 
more likely to die than infants born to women 
of other races/ethnicities despite educational 
attainment.147 

As incomes decrease, rates of preventable hos-
pitalizations increase.  In addition, the rate of 
preventable hospitalizations for blacks is more 
than double that of whites.  If the nation elimi-
nated these disparities, we would prevent ap-
proximately one million hospitalizations and 
save $6.7 billion in health-care costs annually.148

In addition to having higher rates of sickness, 
members of minority and low-income commu-
nities have more disadvantages when it comes to 
treatment.  Blacks are more likely than whites to 
use the emergency department as their primary 
place of care and are more likely to report delay-
ing or forgoing prescribed medication.149  Lati-
nos are more than three times as likely as whites 
to have no regular health care provider.150

Why Improving the Health of Low-Income 
and Minority Communities Matters:

n �Neighborhoods with high levels of poverty are 
significantly less likely to have places where 
children can be physically active, such as parks, 
green spaces, and bike paths and lanes.151

n �Having the option to move to lower-poverty 
neighborhoods lowered the risk of obesity 
and diabetes among poor women.152

n �Increasing supermarket access for disadvan-
taged individuals or areas has the potential 
to reduce obesity-related health disparities.153

n �Childhood asthma rates are 2.4 times higher 
for Puerto Ricans, 1.6 times higher for Af-
rican Americans and 1.3 times higher for 
American Indian/Alaska Natives than for 
whites, and overall asthma-related hospitaliza-
tion and death rates are three times higher 
for African Americans than for whites.154

Recommendations: 

s �Create strategies to improve the health of 
all Americans, regardless of race, ethnicity, 
income, or where they live:  All Americans 
should have the opportunity to be as healthy 
as they can be.  As a nation, we must invest in 
first understanding the systematic disparities 
that exist and the factors that contribute to 
these differences, including poverty, income, 
racism, and environmental factors like ex-
posure to pollution and quality of housing.  
Resources must be devoted to implement 
community-driven approaches to address 
these factors, including using place-based ap-
proaches to identify “hot spots” of the biggest, 
high-cost health problems to target programs, 
policies and support as effectively as possible. 

s �Fully fund and implement the Prevention and 
Public Health Fund and CTGs: The Preven-
tion Fund is already being used to support 
prevention efforts in low-income and under-
served communities that are proven to make 
these communities healthier, such as smoking 
cessation programs, immunizations, disease 
screening, and programs that promote nutri-
tion and physical activity.  CTGs allow com-
munities to design interventions that meet 
the most pressing needs of their populations 
by investing in effective community-based in-
terventions, and focus on addressing the lead-
ing causes of chronic disease, such as tobacco 
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use, obesity and poor nutrition.   The Fund 
should be preserved in full and not be used to 
offset or justify cuts to other programs.

s �Engage entire communities in addressing 
disparities:  Efforts to eliminate disparities in 
health must also include addressing the range 
of community factors that influence health, 
such as education, safe and affordable hous-
ing, safe streets and recreation spaces, and 
affordable and accessible nutritious foods.  
This will require taking a community-wide 
approach, involving federal, state, and local 
governments, businesses, health profession-
als and community groups.

s �Partner with a diverse range of community 
members in developing and implementing 
health strategies: Federal, state, and local 
governments must engage communities in 
efforts to address both on-going and emer-
gency health threats.  The views, concerns, 
and needs of community stakeholders, such 
as volunteer organizations, religious organi-
zations, and schools and universities must be 
taken into account when developing strate-
gies if they are to be successful.  Proven, ef-
fective programs, such as REACH (Racial and 
Ethnic Approaches to Community Health) 
should be fully-funded and expanded.

s �Medicaid should reimburse efforts to co-
ordinate asthma prevention and care man-
agement, including for community-wide 
integration of clinical, community organiza-
tion, school and others.

s �Communicate effectively with diverse commu-
nity groups: Federal, state and local officials 
must design culturally competent communi-
cation campaigns that use respected, trusted, 
and culturally competent messengers to com-
municate the message and appropriate chan-
nels to reach target audiences.

s �Prioritize community resiliency in health 
emergency preparedness efforts:  Federal, 
state, and local government officials must 
work with communities and make a con-
certed effort to address the needs of low-
income and minority groups during health 
emergencies.  Public health leaders must de-
velop and sustain relationships with trusted 
organizations and stakeholders in diverse 
communities on an on-going basis, including 
working to improve the underlying health of 
at-risk communities, so these relationships 
are in place before a disaster strikes.  Com-
munication and community engagement 
must be on-going to understand the dispa-
rate needs of various populations.  
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5. ENSURING HEALTHY WOMEN, HEALTHY BABIES
Current Status:

Millions of women do not receive the care they 
need to stay healthy, both before and during 
pregnancy.155  Currently, about one-third of 
births have complications, many of which are 
related to the mother’s health.156

Over the last half-century, the U.S. has substan-
tially reduced its infant mortality rate, which is 
considered as an important barometer of health 
needs and problems in communities, but rates 
have not improved significantly in the decade 
since, and, in some cases, have worsened.157  

Every year, 12 percent of American babies are 
born too early and 8 percent are born at low 
birthweight.  Both of these outcomes increase 
the risk of infant death, developmental disabili-
ties and other health problems.158  Compared 
to other developed nations, the United States 
has high infant mortality rates, with a ranking of 
27th among industrialized countries.159

Why Maternal Health Matters:

n �Prematurity and low birthweight are often re-
lated to the mother’s health problems, such 
as diabetes, obesity or high blood pressure.160

n �In 2005, the annual economic cost of prema-
ture birth was more than $26 billion, and the 
average first-year medical costs for preterm 
infants were about 10 times greater than for 
full-term babies.161

Recommendations: 

s �Invest in preconception and prenatal care: 
Traditionally, health care for pregnant women 
has started with conception. But many experts 
believe that prenatal care, which usually begins 
during the first three months of pregnancy, 
comes too late to prevent many serious ma-
ternal and child health problems. Researchers 
argue that expanding care to include the pe-
riod before conception can reduce risks dur-
ing future pregnancies.  Experts are calling 
for an increased focus on “well woman” care, 
which focuses on keeping women healthier 
overall, with particular emphasis on precon-

ception care, which involves maintaining good 
health before having children.  Improving 
preconception health requires not only better 
clinical care, but more effective public health 
strategies.  Local and state health departments 
and other sectors must play a major role in im-
proving preconception health, linking women 
to services and providing care to low-income 
and minority groups. 

s �Continue to implement and support the ACA: 
The ACA will improve the health of millions 
of women of childbearing age by expanding 
access to preventive and clinical services for 
women and their infants, and connecting the 
efforts of multiple government agencies and 
the public and private sector.

s �Federal and state officials should take steps to 
promote preconception health: Use existing 
social services to reach those at risk and safety 
net clinics to deliver primary care, including 
preconception screening and interventions, 
with a focus on poor, uninsured and minority 
women, who face higher risks; expand com-
munity health centers and continue funding 
the Title X Family Planning program; ensure 
that all states expand Medicaid eligibility to 
more low income women for family planning 
and maternity coverage, and that Medicaid re-
imburses providers at adequate levels; extend 
Medicaid coverage for adults without children 
and coverage of family planning and related 
services; encourage states to apply for Med-
icaid waivers for demonstration projects that 
provide “interconception” care during the two 
years after birth; provide adequate funding for 
other health programs for women of child-
bearing age such as the Healthy Start Infant 
Mortality Reduction Program and the Title 
V Maternal and Child Health Services Block 
Grant, both administered by HRSA;  and in-
crease funding for research into preconcep-
tion health and health care, particularly at the 
National Center on Birth Defects and Devel-
opmental Disabilities at CDC, and the Eunice 
Kennedy Shriver National Institute of Child 
Health and Human Development at NIH.
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6. REDUCING ENVRIONMENTAL HEALTH THREATS
Current Status:
Current and emerging environmental threats 
jeopardize the health status of individuals in com-
munities across the nation.  Over 40,600 deaths 
per year are related to outdoor air risk factors and 
13 percent of the country’s disease burden could 
be prevented by environmental improvements.162

Children are more susceptible than adults to envi-
ronmental pollution because their metabolic activ-
ity is higher and their bodies are still developing. 

Poor air quality has led to an increase in asthma rates.  
Each day, nine Americans die from asthma.  The 
number of people diagnosed with asthma grew by 4.3 
million from 2001 to 2009 — with a nearly 50 percent 
increase among black children.163  In 2007, asthma 
costs were approximately $56 billion annually.164

Some studies have demonstrated that prolonged 
exposure to certain chemicals — particular insec-
ticides, herbicides and fungicides — is associated 
with an elevated risk of Parkinson’s disease.165 
The combined direct and indirect cost of Parkin-
son’s (including treatment, social security pay-
ments and lost income) is estimated to be nearly 
$25 billion per year in the United States.166 

Another environmental threat to public health is 
climate change.  Many of the ecosystem effects of 
climate change could affect public health.  For ex-
ample, increased concentrations of ground-level 
carbon dioxide and longer growing seasons could 
result in higher pollen production, which could 
increase allergic and respiratory disease.167  Fur-
thermore, certain populations in the United States 
are particularly vulnerable to the negative conse-
quences of climate change on human health, in-
cluding infants and children, pregnant women, 
the elderly, the poor, racial and ethnic minorities, 
people with disabilities, people with chronic medi-
cal conditions, and outdoor workers.168

The Clean Air Act, aimed at reducing air pollution, 
has been shown to return an investment of $4 of 
benefits for every $1 of cost.169 If implemented and 
supported, four major rules of the Clean Air Act — 
the Cross-State Air Pollution Rule, the Utility Mer-
cury and Air Toxics Rule, the Industrial Boiler Rule, 
and the Cement Kiln Rule — would yield more than 
$82 billion in Medicare, Medicaid and other health 
care savings for America through 2021.170

Why Reducing Environmental Threats Matters:
n �Children are typically exposed to higher levels 

of pollution than adults, resulting in cancer, 
asthma and neurodevelopment disorders.171

n �Climate change is expected to result in higher 
risk factors for a range of health threats: tempera-
ture effects, air quality changes, more extreme 
weather events, and climate-sensitive diseases, in-
cluding vector-, food-, and water-borne diseases.172

n �If current emissions hold, heat-related deaths could 
increase from an average of about 700 each year to 
between 3,000 and 5,000 per year by 2050.173 

Recommendations: 
s �Improve coordination among agencies:  Health 

departments at the federal, state and local lev-
els should work with environmental agencies to 
undertake initiatives to reduce known health 
threats from food, water and air, and educate 
the public about ways to avoid potential risks.

s �Establish a national health tracking network: Con-
gress should provide full funding for the CDC 
environmental public health tracking program.  
CDC should be provided with the mandate and 
resources to establish a centralized, nationwide 
health tracking center, and each state should 
receive the necessary funding to fully conduct 
health tracking activities, including chronic dis-
eases such as cancer and asthma and environ-
mental risks. A fully funded tracking network 
should demonstrate interoperability with the 
larger health information technology (HIT) sys-
tem to facilitate two-way communication with cli-
nicians and state and local public health officials.

s �Building resilience to climate-related health ef-
fects at the state and local level: Congress should 
provide significantly increased funding to CDC’s 
Climate Ready States and Cities Initiative to build 
capacity at the state and local levels, in order to 
understand the impact of climate change and 
apply this to long-range health planning.

s �Increase funding for research into the im-
pact of chemical exposures on human health:  
CDC has conducted limited research on how 
chemicals ranging from pesticides to per-
sonal care products impact health. CDC and 
state health departments need increased 
resources for “biomonitoring” (analysis of 
blood, urine, and tissues to measure chemi-
cal exposure in humans) to gain more un-
derstanding of how different chemicals and 
levels of exposures to chemicals affect health.  
CDC’s environmental health laboratories 
also play an important role in studying and 
setting reference standards to help clinicians 
more effectively and efficiently diagnose and 
treat cardiovascular and other disease.

s �Prioritize childhood lead poisoning preven-
tion:  While great progress has been made 
nationally in reducing childhood lead poi-
soning through efforts to remove older paint 
from homes and to reduce lead gasoline 
emissions, serious problems remain.  In many 
cities, lead is present in the water at unac-
ceptable high levels, while lead paint is still 
found in older, substandard housing in many 
lower-income urban areas.
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A BLUEPRINT FOR ENVIRONMENTAL HEALTH — FROM THE HEALTHY 
ENVIRONMENTS FOR HEALTHY COMMUNITIES

The following Blueprint for Environmental Health was developed and approved by the National Environmental 
Health Partnership Council, a group of 25 public health and environmental health organizations. 
Representatives from the Association of State and Territorial Health Officials and the National Conference 
of State Legislatures reviewed and contributed to the development of the blueprint, however, these two 
organizations do not officially approve the blueprint.

TFAH thanks the members of National Environmental Health Partnership Council for their time, expertise 
and insights. The opinions expressed beyond this text box in the rest of the Healthier America 2013 report 
do not represent the views of the individual or organizational members of National Environmental Health 
Partnership Council.

Background and Need for Action

Contemporary research continues to reinforce 
and underscore the critical impact that safe and 
healthy environments have on human health. 
Indeed, many of public health’s greatest accom-
plishments have stemmed from the knowledge 
that people and their environments — whether 
they are natural or man-made — are intrinsically 
intertwined.

Traditionally, the practice of environmental 
health as a primary branch of the public health 
system addresses the quality of our food, water, 
soil, and air; however, it also encompasses all 
aspects of the natural and built environments that 
may affect health.

There are historical and on-going environmen-
tal health issues facing American communities, 
such as exposure to toxicants and chemicals in 
our homes and neighborhoods, unsafe drinking 
water, air pollution and contaminated food. The 
field is also working to address more recent and 
emerging environmental health issues, such as 
climate change and hazards associated with more 
extreme and frequent weather events; the ef-
fects of energy efficiency on indoor and outdoor 
air quality; and the evolving understanding of 
potential risks associated with advanced tech-
nologies, such as nanotechnology, genomics and 
hydraulic fracturing.

And, there is strong and growing evidence that 
links the places and conditions where we live 
our lives — our playgrounds, child care facilities, 
workplaces, homes, schools and neighborhoods 
— to the modern challenges associated with pre-
venting and managing disease.

This is vitally important to acknowledge as envi-
ronmental-related health problems come at great 
costs to the quality of people’s lives and to the 
economy. For example, chronic diseases — such 
as cardiovascular disease, cancer and diabetes — 
account for 75 percent of the nation’s health care 
spending; researchers report that, on average, 
the number of children diagnosed with asthma 
increases each year; and CDC has documented a 
dramatic increase in obesity in the United States 
among adults, adolescents and children. All of 
these conditions, which result in billions of dollars 
in care and treatment, are associated with envi-
ronmental risk factors, exposures and the quality 
of one’s physical environment.

Fortunately, most environmental health issues are 
preventable. For example, effective environmental 
health responses to asthma range from translating 
the science into actionable messages that can help 
people mitigate their environments’ respiratory 
effects to ensuring that clean air policies are based 
on sound data that protect human health.
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Obesity has also been linked with important envi-
ronmental factors and decisions that are well within 
our control, such as land-use policies that accom-
modate safe places to walk and bike and broaden 
all people’s access to healthy food choices.

However, the complicated public and private 
workforce possessing the knowledge, skills and ap-
titudes to address the root causes of these environ-
mental conditions is dwindling, growing increasingly 
fragmented, under-resourced and overwhelmed.

The field faces significant retention and retain-
ment issues, including low pay as well as minimal 
advancement and professional development op-
portunities. Due to budget cuts across state and 
local health departments these past several years, 
numerous environmental health jobs have been 
lost. In some cases, entire environmental health 
programs have been closed. These issues are of 
particular concern to the public (or governmental 
workforce) since the government plays a central 
role in environmental protections.

Recommendations

1. �Provide strong and united federal leadership 
and establish a national coordinating office 
for environmental health within the federal 
government.

n �Designate environmental health as a critical 
public health priority; environmental health 
is not solely a regulatory issue and should 
be valued as an integral part of preventive 
health programs.

n �Enhance coordination and communication 
across federal agencies responsible for en-
vironmental health as has been done in the 
area of environmental justice.

n �Set achievable and measurable goals to re-
duce environmental health risk and harm in 
an equitable manner.

n �Hold all entities accountable for environ-
mental health, whether government, non-
profit, private or individual.

2. �Fully support the environmental health infra-
structure (including workforce) and surveillance.

n �Create incentives, such as increased pay, 
benefits, professional development and 
training, to recruit and retain environmental 
health workers.

n �Provide resources and training to ensure a 
robust and qualified workforce, particularly 
for state and local government staff.

n �Invest in environmental health surveillance, 
including disease tracking, (bio)monitoring, 
modeling and early warning systems.

3. �Strengthen environmental health regulations and 
support peer-reviewed research to inform envi-
ronmental health decision-making and practice.

n �Strengthen and enforce existing regulations 
to protect air, soil and water from human 
health hazards.

n �Support research on issues such as lead, indoor 
asthma triggers and air quality to guide regula-
tion of indoor environments, including homes, 
child care facilities, workplaces and schools.

n �Enforce existing and implement newly es-
tablished food safety and quality regulations.

4. �Promote sustainable, equitable and healthy 
communities for all Americans, especially those 
most vulnerable and at risk.

n �Provide safe and health-promoting transpor-
tation alternatives.

n �Ensure access to healthy foods.

n �Support access to safe spaces for recreation 
and physical activity.

n �Ensure healthy indoor environments. Invest 
in green and sustainable building initiatives 
and energy efficiencies.

n �Decrease and eliminate exposures to toxicants 
and hazardous waste, placing high priority on 
communities that are most impacted and vul-
nerable to environmental health exposures.



7. ENHANCING INJURY PREVENTION
Current Status:

Around 50 million Americans — 18 percent of 
the population — are medically treated for in-
juries each year and one person dies from an 
injury every three minutes.   Every year, more 
than 29 million people are treated in emer-
gency rooms for injuries.  And, every year, in-
juries generate $406 billion in lifetime costs for 
medical care and lost productivity.  

Despite these numbers, injury prevention only 
receives 4.95 percent of the CDC budget.  Fund-
ing for injury prevention for states from the 
CDC averages only 28 cents per American — a 
24 percent drop from FY 2006 to FY 2011. 

Why Enhancing Injury Prevention Matters:

n �Injuries have the second highest medical 
costs of all preventable health issues.  

n �While individuals must take responsibility for 
taking steps to stay safe and protect them-
selves and their families from injuries, re-
search has shown that public education, laws 
and policies can play a major role in helping 
keep Americans healthy and safe.  

Recommendations:

s �Increase investment for injury prevention 
research:  Limited resources mean there is a 
limited ability to collect, analyze and evalu-
ate surveillance data on injury problems; 
study risk and protective factors; develop and 
evaluate innovative solutions; and widely dis-
seminate effective programs and policies — all 
necessary factors in reducing a wide range of 
injuries.  Improved data collection through 
widespread and standardized use of external 
cause-of-injury coding is essential to being able 
to analyze injuries in the United States and the 
effectiveness of strategies to prevent them. 

s �Strengthen partnerships between public health 
and other sectors:  Health experts must collab-
orate with other fields to identify and imple-
ment effective injury prevention strategies.  

• �Examples of Injury Prevention Partnerships:  
Motor vehicle policies and programs should 
involve working with transportation officials, 
experts and members of industry; violence 
reduction efforts should involve community 
organizations, social services, education, law 
enforcement, judicial system and other areas.  
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8.  PREVENTING AND CONTROLLING INFECTIOUS DISEASES
Current Status:

Since the 1940s, antibiotics and other antimi-
crobial agents have saved countless lives from 
infectious diseases.  However, many bugs have 
begun to adapt to the drugs designed to kill 
them, and few new antibiotics are being de-
veloped.174  Meanwhile, a growing number of 
people are refusing or delaying vaccines for 
themselves or their children, resulting in the 
increase of deadly vaccine-preventable diseases. 

There are numerous infectious diseases which 
have seen an increased prevalence in Americans.

n �Each season, an average of five percent to 20 
percent of the U.S. population gets the viral re-
spiratory infection influenza, leading to more 
than 200,000 hospitalizations.  Influenza strains 
vary from year to year and can be mild or severe 
— causing 3,000 to 49,000 deaths per year from 
1976 to 2006.  Although it was viewed as a rela-
tively moderate pandemic, the H1N1 virus had 
a serious impact, infecting around 20 percent 
of Americans and leading to approximately 
274,000 hospitalizations and 12,000 deaths.175  

n �Pertussis, commonly known as whooping 
cough, is a highly contagious bacterial respi-
ratory infection and, in 2012, the majority of 
states saw increases in the number of Pertussis 
cases compared with 2011, including states with 
two to 10 times the national average of cases.176  

n �In 2011, a total of 10,521 new tuberculosis (TB) 
cases were reported in the United States, an in-
cidence of 3.4 cases per 100,000 population.177 

n �Furthermore, during the course of medical 
treatment, bacteria, fungi, and viruses often 
cause healthcare-associated infections (HAI) 
— one of the leading causes of death.178

Why Preventing and Controlling Infectious 
Diseases Matters:

n �Healthcare-associated infections result in $28 to 
$33 billion in preventable healthcare expendi-
tures each year.179  By preventing 20 percent of 
infections, healthcare facilities can save nearly 
$7 billion.  By reducing 70 percent of infections, 
that number could increase to $23 billion.180

n �Seasonal influenza results in a considerable fi-
nancial burden:  approximately $10.4 billion in 
direct costs for hospitalizations and outpatient 
visits and more than $16 billion in lost earn-
ings.181  Vaccination coverage for the 2011-2012 
flu season was only 46 percent in the U.S.182 By 
preventing hospitalizations, flu immunizations 
can save $80 per person vaccinated per year.183 

n �Antimicrobial resistance presents one of the 
greatest threats to human health.  In the 
United States, antimicrobial-resistant infec-
tions generate more than eight million addi-
tional hospital days.184     

Recommendations: 

s �Sustain investments for epidemiology and 
public health labs capacity:  Federal grants are 
vital to supporting the ability of public health 
expert scientists and laboratories to quickly 
detect, pinpoint and respond to an emergency 
such as an emerging infectious disease or 
foodborne outbreak.  Support is also needed 
to allow epidemiologists and labs to update 
technology, including the ability to allow for 
participation in electronic, interoperable labo-
ratory reporting, training health information 
specialists and ensuring data functionality to 
support decision making.  In addition, re-
sources from the Prevention Fund are being 
used to hire and train epidemiologists and 
laboratory scientists and expand the number 
of public health laboratories using electronic 
laboratory information systems.185,186 

s �Reduce the incidence of HAIs and resistant in-
fections:  States can work with the health care 
sector and hospitals to create legal and policy 
strategies to reduce the incidence of HAI.  States 
are in a unique position to impact HAIs because 
they are empowered to regulate and inspect fa-
cilities, collect and report data, and implement 
improvement programs.   To most effectively 
structure an evidence-based HAI-elimination 
program, legislation must delegate authority 
to the state health agency, as well other govern-
ment officials and advisory councils, as appro-
priate, to reduce HAIs.  Statutes must define the 
agencies’ authority to implement a program, en-
force the law, ensure sustainability, protect con-
fidentiality and regulate.  This should include a 
fully-vaccinated health care workforce.187

s �Sustain investments in immunization programs:  
Immunizations help protect individuals and the 
community from a range of new and old infec-
tious threats, ranging from pertussis to the flu.  
The ability to quickly and accurately vaccinate 
the public is particularly vital during infectious 
pandemics or bioterrorism attacks.  Support for 
immunizations must be maintained, including 
Prevention Fund investments that have been 
used to improve the Immunization Information 
Systems and other information technologies, 
and adult immunization programs and vaccina-
tion capacity in schools should be expanded.188 
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s �Increase access to the influenza vaccine:  
Medicaid should cover the flu vaccine with 
no-cost sharing, just like new group and indi-
vidual health plans are required to do under 
the Affordable Care Act.189 

s �Address antimicrobial resistance: In the ab-
sence of action by Congress, the Administra-
tion should fully implement provisions of the 
STAAR Act190 and the 2012 Public Health 
Action Plan to Combat Antimicrobial Resis-
tance,191 released by the Interagency Task 
Force on Antimicrobial Resistance.  The Task 
Force stressed that strong Administration lead-
ership is necessary to coordinate efforts across 
agencies and prioritize this pressing public 
health problem.  Key components that a com-
prehensive campaign should address include:

• �Reduce overprescribing. CMS, CDC, accred-
iting organizations, healthcare facilities, and 
medical organizations must work together to 
reduce overprescribing and misuse of antibi-
otics by tracking and publicly reporting pre-
scribing data as part of quality measurements 
and other surveillance mechanisms, educat-
ing providers and patients about the harm 
of inappropriate prescribing, and providing 
clinical decision support through HIT. 

• �Curb overuse of antimicrobials in livestock and 
poultry.  Antimicrobials have long been used 
in livestock and poultry for the treatment, con-
trol and prevention of diseases, as well as to 
increase production.  Using the same classes 
of antimicrobials in food-production animals 
and humans increases the likelihood that in-
fections borne from infected animals will be 
resistant to the standard treatment protocols 
for humans.192  FDA and USDA must take ac-
tion to drastically reduce the misuse of medi-
cally-important antimicrobials in agriculture, 
measure rates of use, and verify that industry is 
complying with all guidance and regulations.

• �Develop new antibiotics.  There must be a sig-
nificant partnership between governments, 
academia, the pharmaceutical industry, and 
medical communities to rebuild the pipeline 
of new antibiotics, including investment by 
the U.S. government.  FDA should also enable 
new regulatory pathways to encourage devel-
opment of novel antibiotics, such as the Spe-
cial Population Limited Medical Use model, 
where drugs are approved for use only in tar-
geted patients with particular conditions.193  
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9. �PRIORITIZING HEALTH EMERGENCIES AND BIOTERRORISM 
PREPAREDNESS

September 11, 2001 and the anthrax attacks were 
a wake-up call to the country.  Eleven years later, 
however, there is increasing disinterest in pre-
paredness, and the accomplishments achieved in 
the last decade are being undermined due to se-
vere budget cuts and lack of prioritization.  Hur-
ricane Sandy and the fungal meningitis outbreak 
were reminders of the importance of on-going 
preparedness for emergencies of all types.  

After 2001, major strides were made in public 
health preparedness.  Investments led to signifi-
cant improvements in preparedness planning 
and coordination; public health laboratories; 
vaccine manufacturing; the Strategic National 
Stockpile; pharmaceutical and medical equip-
ment distribution; surveillance; communications; 
legal and liability protections; increasing and up-
grading staff; and surge capacity.  Significant gaps 
have persisted, particularly in areas of biosurveil-
lance, providing mass care during emergencies, 
maintaining a stable medical countermeasure 
(MCM) strategy and helping communities learn 
how to cope and recover from emergencies.194  
Instead of building on the achievements and 
tackling the continuing concerns, the progress 
of the past 10 years is now at risk.

From 2011-2012, 29 states and Washington, D.C. 
cut state public health funds — with 23 of those 
states and D.C. cutting their budgets for a sec-
ond year in a row and 14 states for three years 
in a row.195    Federal funds from the CDC for 
state and local preparedness declined by 38 per-
cent from fiscal year 2005 to 2012 (adjusted for 
inflation).196  Because of cuts in funding at the 
federal, state and local levels to public health 
funds, states and localities are not as prepared 
as they need to be to deal with emergencies.  

Why Prioritizing Health Emergencies and 
Bioterrorism Preparedness Matters:

n �Health emergencies take enormous human 
and financial tolls.  For example, Hurricanes 
Katrina and Rita killed approximately 1,900 
people and caused more than $100 billion in 
damage;197 in 2011, a series of tornadoes in 
Southern and Central states resulted in more 
than $7 billion in damages and more than 
140 deaths;198  the Gulf Coast Oil Spill re-
sulted in a loss of an estimated $1.2 billion in 
economic output and 17,000 jobs in 2010;199 
the clean up from the 2001 anthrax attacks 
exceeded $1 billion;200 and Superstorm Sandy 
in 2012 could cost $50 billion.201   

n �In addition to the human toll, the total eco-
nomic loss from the September 11, 2001 
tragedies has been estimated at roughly $80 
billion,202  with the insurance industry paying 
$32.5 billion in insured losses from business in-
terruption, property, workers’ compensation, 
aviation liability and other liability costs.203 

Recommendations: 

s �Provide dedicated, on-going preparedness 
funding:  Adequate, stable, and dedicated fund-
ing at the local, state and federal levels must 
be provided to ensure basic capabilities are in 
place and experts have the training and systems 
to quickly act in the face of emergencies. 

s �Create an integrated biosurveillance opera-
tion:  As the White House implements the Na-
tional Biosurveillance Strategy, it must include 
means to achieve interoperability, efficiency 
and transparency among various surveillance 
systems.  Now is the time to eliminate duplica-
tive surveillance systems and invest in public 
health capacity to use electronic health re-
cords as a source of real-time health data.   

s �Improve the research, development and 
availability of vaccines and medications: 
The United States must place a high prior-
ity on supporting research and development 
of medical countermeasures, including vac-
cines, medicines, diagnostics and devices, 
especially for special populations such as 
children.  Policymakers must ensure that the 
public health system is involved in this pro-
cess, from initial investment through distri-
bution and dispensing.

s �Create resilient communities: Health depart-
ments must work with homeland security, first 
responder, healthcare, and community-based 
groups to build well-connected, well-informed, 
coordinated, healthy communities more resil-
ient to disasters.  The ability to provide on-go-
ing mental health services must be included in 
preparedness planning, including providing 
support for communities as the cope and re-
cover from emergencies on a sustained basis. 

s �Build a prepared health care system: Poli-
cymakers and payers should support health 
care coalitions, including accountable care 
organizations, to continue to build and coor-
dinate health system preparedness plans to 
handle a surge of patients during a disaster.
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Prepare for Health! A Framework for  
Health-based Emergency Readiness 
Activities
By Ana-Marie Jones, Executive Director, CARD — Collaborating Agencies Responding to Disasters

Disasters, by their destructive and disrup-
tive nature, critically stress people and 

the infrastructure systems that serve them. 
While media attention usually follows the more 
urgent and traumatic events, these disasters, 
their coverage, and the subsequent interventions 
provided to communities have a great impact 
on the overall health and well-being of the pub-
lic.  On October 17, 1989 at 5:04 pm, the Loma 
Prieta Earthquake struck the Oakland-San Fran-
cisco Bay Area. The damage and devastation was 
widespread throughout the area. In addition to 
the loss of lives and property, the Oakland Bay 
Bridge, Highway 17, and several other transit 
arteries were disrupted for many weeks — in-
creasing stress, anxiety and commute times 
across the region.

By interrupting the 1989 World Series — called 
the “Battle of the Bay” because it was between 
the Oakland Athletics and the San Francisco 
Giants — the earthquake became the most 
documented disaster in recent history. Sports 
journalists covering the game became disaster 
historians. The entire world saw that — despite 
over 120 years of warning, great effort, and the 
immediate response of some of the most trained 
and experienced emergency services agencies 
in the world — we were unable to address the 
immediate, short-range and longer-term needs 
of the most vulnerable people in our community. 
We learned that an earthquake, or any disaster, 
doesn’t have to destroy property or cause death 
or injury to have a far-reaching impact on health, 
wellness and our ability to thrive. Medically fragile 
and poor communities, for example, rely on vital 
services including Meals-on-Wheels or in-home 
healthcare service providers. If roads aren’t 
open, if transit isn’t available, or if the work-
ers don’t have proper credentials to get around 
road blocks, their clients become disaster victims 
whether or not the earthquake actually harmed 
them or their housing unit.

Quite simply, the earthquake showed the in-
credible vulnerability of the service industry 
infrastructure.  There was no “Plan B” to assist 

seniors, children, people with disabilities and oth-
ers without adequate resources.

In the aftermath, CARD (Collaborating Agencies 
Responding to Disasters) was created by local 
community agencies to address their unique 
emergency preparedness and disaster response 
needs. CARD’s defined role remains to make all 
aspects of preparedness (response, planning, and 
recovery) accessible and sustainable so that a 
continuum of care will be provided in the face of 
whatever emergencies or disasters happen.

Over the years, thanks to the ongoing partnership 
of community agencies, we learned why so many 
agencies weren’t able to embrace preparedness 
and disaster readiness. The whole preparedness 
message from disaster services agencies, which is 
heavily steeped in fear of future disasters, doesn’t 
speak to service providers. For their clients, and 
for their agencies, it would be a luxury to worry 
about potential damage from an earthquake that 
could happen sometime in the next 30 years.

Emergency management experts were pushing 
service providers to prioritize unfunded prepara-
tion for earthquakes and other disasters over 
their day-to-day operations and other funded 
mission-critical efforts. Agencies are routinely 
pressed to take on this extra level of effort with-
out extra funding, without culturally appropriate 
tools and content, and without the level of public 
support given to the larger, more traditional di-
saster services agencies. The greatest push for 
these preparedness efforts inevitably happens 
after a disaster, when the traditional approach 
and the most funded, validated disaster response 
players have failed.

Over the years, spanning many disasters, using re-
search from multiple fields, we worked directly with 
service providers to retool and reframe readiness as 
something that can be embraced and incorporated 
into daily routines. Our approach is to help agen-
cies build their everyday brilliance into their disaster 
resilience. They are preparing to prosper, preparing 
to be able to accomplish their mission-centric goals 
in the face of whatever challenges arise.



89

Instead of fear- or threat-based interventions, 
when working with local health entities, CARD 
has focused on a “Prepare for Health” platform, 
in which the world of emergency readiness is 
viewed through a lens where robust individual 
and community health is the goal. With this lens, 
public health entities would be lead conveners of 
the full gamut of emergency services stakehold-
ers. As such, their knowledge base would be a 
vital resource in helping a community become 
stronger, healthier and better able to respond to 
and rebound from an actual event. In so doing, 
they would also be better able to address chronic 
conditions, stress and other negative community 
health outcomes.

In the Prepare for Health framework, health-
based preparedness messengers would never 
employ the one-size-fits-all, scattergun, fear and 
anxiety producing messages — so common in 
traditional emergency management — in an at-
tempt to scare people into short-term action. 
Enough research has shown these fear-based 
messages do not work, rather they cause unin-
tended negative consequences.

For a host of reasons, public health departments 
and related stakeholders are better positioned to 
be the frontrunners as public preparedness mes-
sengers. Public health entities, much more than 
emergency response agencies, need to know 
more about their communities to fulfill their 
primary missions. For example, in a fire, when 
the fire department arrives, performs a rescue, 
and puts out the fire — their primary mission 
has been fulfilled. They didn’t need to know the 
eating habits, languages spoken, preferred com-
munication methods, religious beliefs, mental 
and physical activity and ability levels, incomes, 
or social conventions of the people rescued. For 
public health professionals to achieve their pri-
mary missions, to improve health and wellness, to 
track disease, and to stop disease, they must un-
derstand those things and more about the people 
they serve.

Thankfully, this mirrors what the public more 
actively wants. Most people aspire to being 
healthier, stronger and better able to resolve 
stress-related issues and chronic conditions. Most 
people can readily embrace a vision of being 
healthy, free from pain and discomfort. By con-
trast, most people prefer to not even think about 
disasters. Across the United States, for over 100 
years, we’ve spent billions telling the public that 
specially trained responders are ready to serve 

them in an emergency. We’ve given the public 
many good reasons to ignore traditional disaster 
preparedness messages.

In combining an alternative approach to emer-
gency preparedness with traditional public health 
programs, we remove preparedness from the 
realm of the scary, terrible and earth-shattering 
and put it squarely into an empowering health ini-
tiative, where everyone is able to be strong and 
healthy and keep themselves and their loved ones 
safe and well.

A simple intervention is a safety whistle on key 
chains. Many people face fear just leaving their 
homes. If you are an elderly person, in a tougher 
neighborhood, having a whistle could help em-
power you to go out for a much needed walk or 
visit a clinic. It would also help them call for help 
during an earthquake. Having that whistle also 
means that they could be the rescuer for some-
one else in distress. One participant shared that 
she tripled the attendance in her senior walking 
group by showing seniors how to stop traffic with 
the whistle.

Further, when public health is the convener, it 
opens the conversation and draws connections 
that traditional emergency services agencies usu-
ally cannot make. The traditional way people are 
shown to Stop, Drop, Roll (if on fire) or Drop, 
Cover, and Hold On (in an earthquake or a physi-
cal attack) is for a physically able, small to me-
dium sized, healthy person. It’s easier for some 
people to do these actions. But what about the 
people who would be harmed if they tried?  Pub-
lic health can bring in injury and fall prevention 
specialists to show elderly and disabled partici-
pants how to modify the actions to stay safe, and 
can provide other helpful, accessible information.

Experienced traditional emergency management 
professionals also welcome public health agencies 
as the convener, because they know how hard it 
is to bring the public into disaster preparedness. 
Staying healthy, safe and well in the face of disas-
ters is a smaller piece of a larger framework of 
staying healthy, safe and well every day. Imbedding 
readiness into a comprehensive wellness strategy 
is much like hiding the emergency preparedness 
pill in the public health apple sauce. At public 
health fairs, for instance, health educators can do 
fun interactive trainings about hand washing and 
using hand sanitizers, teach the Dracula cough, 
show the benefits of proper hydration (as well as 
doing arm curls with bottles of water), and have 
participants program their phones with medical 
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information and emergency contacts. Learning 
about vaccinations, and the distribution of medi-
cation at points of dispensing (PODS) is also fasci-
nating for people who have never seen it.

Rather than the message being framed around 
preparing for the worst case scenario, this is 
about making people healthier every day, em-
powering them to be the leaders and role mod-
els in their circles, and having disasters be one of 
the many things they are better able to address 
— because they are stronger, healthier, and 
more united. Public health needs to break free 
of the limited traditional disaster conversations 
and embrace the bigger public health promise 
of helping people to avoid exposure to health 
threats, and building communities such that even 
if they are exposed, they are much less suscep-
tible. Resilience and the much prized “bounced 
back” capacity, pales in comparison to the ben-
efits offered by building robust health and avoid-
ing the health hazards in the first place.

Placing public health at the center also provides 
a great opportunity for complementary and 
alternative medicine and health programs. As a 
keynote speaker at longer conferences, I ask the 
audience if anyone practices meditation, Reiki, 
yoga, or deep diaphragmatic breathing — and 
there is always someone. I invite the audience 
member to lead the room through some deep 
diaphragmatic breathing, some light stretching, 
shoulder rolls or a short meditation. If the audi-
ence does this a few times during a seven-hour 
meeting, by the end, many people share how 
great they feel. 

Similarly, a public health sensibility when making 
menu choices — including fruits, veggies, nuts, 
hard boiled eggs, lean meats, salads, protein 
shakes, etc. — leaves everyone feeling better, 
rather than running (and crashing) on an empty 
sugar rush. The “Prepare for Health” recipe is 
clear: remove fear and threat, add heaps of em-
powerment, offer health and wellness that has 
been steeped and infused with readiness, mix with 

engaged, diverse communities, and serve with a 
commitment to building healthy, resilient people, 
living in united, empowered communities.

Conclusion

There is no equivocating; we must build 
healthier, more resilient communities. We must 
prepare our communities for a variety of public 
health emergencies. We know the traditional 
approach to emergency preparedness has not 
worked — despite billions of dollars invested, 
massive agreement from all the major disaster 
services agencies, and decades of their cam-
paigns and efforts. While we cannot reach and 
track every person, we can reach, track and le-
verage relationships with nonprofits, faith agen-
cies, and other committed service providers 
whose clients are among the most vulnerable 
people in any community. There is no need for 
any other community to spend decades fighting 
through the hard lessons we had to learn during 
CARD’s early years.

We know that public health professionals cannot 
accomplish their readiness goals by being the 
harbingers of health-related doom — they must 
actively champion diverse communities getting 
what they need to be safe, healthy, and sustain-
ably connected to their resources.

Health, like readiness, cannot be done in fits 
and starts, lurching forward only after a scare, 
receding back once the threat has passed. 
For communities that have embraced disaster 
readiness, the health conversation can be a wel-
comed, nuanced addition. For communities that 
have already embraced health and wellness, the 
addition of emergency readiness can increase 
their sense of safety and confidence. For the 
millions of residents not yet actively engaged in 
their own health and wellness, nor in their own 
emergency readiness, the idea that they can 
“Prepare for Health” could be both life-affirming 
and transformational.

Prepare for Health! continued



10. REFORMING FOOD SAFETY
Current Status:

Annually, 48 million Americans suffer from 
foodborne illnesses.  These illnesses send 
128,000 people to the hospital and kill approxi-
mately 3,000.204  Virtually all of these illnesses 
could be prevented if the right measures are 
taken to improve the U.S. food safety system.

Why Reforming Food Safety Matters:

n �Every year, approximately one million Ameri-
cans who are stricken with foodborne ill-
nesses will suffer from long-term chronic 
complications.205

n �Salmonella infections, which are responsible 
for an estimated $365 million in direct medi-
cal costs annually, have not decreased over 
the past 15 years and have increased by 10 
percent recently.206

Recommendations: 

s �Fully fund and implement the FDA Food 
Safety Modernization Act:  Although the FDA 
Food Safety Modernization Act passed in 
2011, the White House has yet to finalize key 
rules to implement the law, including pre-
ventive controls for food and feed facilities, 
produce safety, and a foreign supplier verifi-
cation program.207  Congress and the Admin-
istration should also provide enough funding 
to FDA, CDC and relevant state agencies to 
be able to implement and enforce the law.  

s �Improve inspection capacity:  There are insuf-
ficient resources to support enough inspec-
tors for foods regulated by FDA, and there is 
not enough authority for FDA to have over-
sight over state and third party inspections.

s �Move toward a unified government food 
safety agency:  The federal government cur-
rently does not have a coordinated, cross-
governmental approach to regulating food 
safety.  Right now, food safety activities are 
siloed across a range of agencies, and many 
priorities and practices are outdated.  As a first 
step, food safety functions should continue to 
be unified within the FDA, and a plan with a 
set timeline should be developed to restruc-
ture food safety regulatory functions across 
the federal government into a single, unified 
food safety agency to carry out a prevention-
focused, integrated food safety strategy.  In ad-
dition, plans should include ensuring strong 
scientific research and outbreak investigation 
activities, and that these activities are used to 
help inform regulation and policies.

s �Examine an industry user-fee model for food 
safety:  User fees for food and beverage in-
dustries, similar to those employed for drugs 
and devices at FDA, should be reviewed as a 
potential new model for raising additional 
resources to support modernized, more ef-
ficient food safety inspection practices.

s �Improve surveillance of foodborne illnesses:  
Currently, foodborne illnesses are radically 
underreported in the United States and 
the quality of reporting varies dramatically 
by state.  New standards and requirements 
should be put in place to incentivize states 
to improve reporting and penalize states for 
underreporting.  Surveillance for foodborne 
illness outbreaks should be fully integrated 
with other HIT systems to improve tracking 
and identification of scope of problems as 
well as sources of outbreaks.  FDA and CDC 
should also have a plan requiring clinics to 
send cultures from rapid response tests show-
ing problems to public health labs to allow 
for subtype pathogen testing.

s �Curb overuse of antimicrobials in livestock 
and poultry:  Antimicrobials have long been 
used in livestock and poultry for the treat-
ment, control and prevention of diseases, 
as well as to increase production.  Using 
the same classes of antimicrobials in food-
production animals and humans increases 
the likelihood that infections borne from 
infected animals will be resistant to the stan-
dard treatment protocols for humans.208  FDA 
and USDA must take action to drastically re-
duce the misuse of medically-important an-
timicrobials in agriculture, measure rates of 
use, and verify that industry is complying with 
all guidance and regulations.

s �Prevent the tainting of food by environ-
mental contaminants:  Measures should be 
implemented to prevent the tainting of food 
by environmental contaminants, such as un-
treated sewage or manure that enter waters 
and pollute crops downstream. Require-
ments should be established to strengthen 
controls on air and water discharges of mer-
cury and other common pollutants that are 
widely found in the food supply.  FDA should 
set limits for certain contaminants, such as 
arsenic in rice products and apple juice.209
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