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BACKGROUND INFORMATION

History of Public Health Funding

Since 1991, California’s public health demands have exceeded its resources.  The budget crisis of 1991 led the state to eliminate general fund dollars that previously supported a major portion of public health services delivered at the local level.  The funding was replaced by “realignment” funding which transferred to local government a portion of state sales tax and vehicle license fees.  Unlike the previous state funding, this new revenue source provided local government with significant flexibility in choosing which programs to support.  Therefore, local support of disease prevention infrastructure has had to compete with other treatment needs.  During this time, the state did not develop or implement spending standards for disease prevention at the local level.  Many counties struggled to fund these services with “no-net” county cost budgets through grants or state categorical funds for specific diseases such as AIDS or Tuberculosis.

In 1997, the California Department of Health Services (DHS) and the Health Officers Association of California (HOAC) issued a joint statement indicating that “an effective system for the control and prevention of emerging communicable diseases did not exist in California.”  Both entities identified $22 million in funding needs to enhance public health capacity and improve the statewide system of disease prevention. 

Following these findings, then Assembly Member Deborah Ortiz introduced AB 663, increasing the funding necessary to carry out core public health functions that prevent the spread of communicable diseases.  The legislation failed passage in the Senate Appropriations Committee.  In the 1997-1998 Budget Bill, Senator Ortiz worked to include a $7.7 million increase in public health spending which was vetoed by Governor Wilson.  In the 1998-1999 Legislative session, Senator Ortiz fought for a second year to include $7.7 million in the Budget Act, but again, Governor Wilson vetoed it.  In 1999, Senator Ortiz introduced SB 269, appropriating $4.9 million for communicable disease control and public health surveillance activities.  Governor Davis signed the bill, but reduced the appropriation from $4.9 million to $1 million.  That same year, the Legislature included $7.7 million for public health in the 1999-2000 Budget Act, and Governor Davis vetoed all but $292,000.  In the 2000-2001 Budget Act, Governor Davis vetoed the request again.  In the 2001-2002 Budget Act, Governor Davis vetoed the Legislature’s call for $3 million in public health funding, and reduced it to $1 million.  Finally, in February of 2001, Senator Ortiz introduced SB 406, calling for appropriate standards for capacity of state and local health departments to detect and respond effectively to significant public health threats, including bioterrorism.  Ultimately SB 406 served as the vehicle to appropriate new federal bioterrorism preparedness funds and established a process for the distribution of federal funds received by California for this purpose.

In October of 2001, the California Conference of Local Health Officers (CCLHO) made the following request to the Governor to ensure that California is adequately prepared for any disease outbreak or bioterrorist act :

· Provide an immediate infusion of $22 million to enable local health jurisdictions to address previously identified deficits in communicable disease control and surveillance, as outlined in proposed legislation (SB 406) authored by Senator Ortiz.

· Provide $2.5 million to conduct a comprehensive assessment of state and local capacity to provide adequate protection from terrorist threats.  Current models developed by the Centers for Disease Control and Prevention (CDC) and the CCLHO have been proven effective and can be implemented immediately.

· Provide ongoing technical training for local and state public health staff, and for the primary care provider community, in recognizing symptoms, treatment protocols, and prophylaxis appropriate to bioterrorism and chemical agents.

· Expand the laboratory capability in the area of biologic and chemical agent detection.

· Improve existing surveillance systems and analysis especially at the local level.  California has developed a rapid health electronic alert, communication, and training system (RHEACT), that includes an automated notification system, a secure web site and e-mail.  This nationally unprecedented system could be implemented statewide within the year if additional resources are identified.

Since 2001, California has received a significant increase in federal funds for the purpose of bolstering the state’s capacity to prevent and respond to major public health emergencies.  Specifically, California has received the following in federal funding:

Prior to September 11, 2001:

$2.5 million


CDC Grant
Grant for Hospitals
Other

02-03 Budget Act



California
$65.5 million
$9.9 million
$2.2 million (Metropolitan Medical Response)

Los Angeles
$24.6 million
$3.7 million


03-04 Budget Act



California
$70.1 million
$38.8 million
$600,000 (San Diego)



Los Angeles
$24.6 million
$15.6 million


Through today’s hearing, the Committee hopes to gain an understanding of how this money has been spent, and how the state’s public health capacity has been improved as a result of these funds.  What types of improvements have not been made, despite this infusion of funds?  What are the most critical remaining unmet needs for the state to reach an optimum level of preparedness for major public health emergencies?  Are there structural changes that could improve California’s public health capacity?

Influenza

The worst natural disaster in modern time was the infamous “Spanish flu” which struck principally in 1918 and 1919.  The pandemic of influenza, or flu, caused an estimated 20 million deaths worldwide with 500,000 of those occurring within the United States.  More recently, there was the “Asian” influenza pandemic of 1957 and the Hong Kong outbreak in 1968.  Although not nearly as deadly, both caused high rates of illness and subsequent social and economic disruption.

A highly contagious single virus causes influenza.  However, the influenza virus has a remarkable ability to change into new types or strains.  People may have some immunity to the flu virus because of a previous illness or a vaccination.  However, new strains often skirt that immunity, hence the repeated seasons of illness and, in rare years, pandemics.

Virtually every year influenza has a significant impact in the country.  In a typical year, 36,000 Americans die of flu.  Most fatalities are older adults, typically less than one hundred are children.  Millions are affected with the virus.

Evidence is growing that 2003-2004 could be a repeat of these earlier pandemics with a widespread flu outbreak affecting people throughout the world.  There was an unusually large number of cases early in the flu season.  A number of pediatric deaths occurred raising concerns about both the possibility of a pandemic and the virulence of this year’s strain of the virus.  Concerns were heightened when surveillance found that the predominant strain of the virus this season is A/Fujian, a strain that has been associated with higher numbers of influenza-related hospitalizations and deaths.

In its latest report, the CDC announced that the flu is widespread in 42 states, a slight decline from the high of 45 earlier this season.  Despite the reduction in affected states, there are increased reports of activity, as measured by the proportion of outpatient visits and reported deaths that are attributable to influenza and pneumonia.  The CDC also reports that 42 children have died nationally.

If there is a pandemic, what does that mean for California?  Since the virus strain usually develops in Asia, California, with its west coast location and major ports of entry, is often among the first locations for influenza to develop a foothold.  The Department of Health Services estimates that during a severe outbreak influenza could result in the following:

· 8.8 million persons ill

· 4.7 million outpatient visits

· 100,000 hospitalized

· 21,500 deaths

There are vaccines available for influenza.  The most common is injected, the so-called flu shot, and is suitable for almost everyone and recommended for those in susceptible groups, such as the elderly.  Since the vaccine must be produced prior to the influenza season, production requires an educated guess about the strain and characteristics of the influenza virus that is likely to strike the country.  The decision is usually made in February, well before the start of the flu season.  Last year, it appeared that the A/Fujian strain was likely to hit, but manufacturing difficulties prevented production of a vaccine that was tailored to that strain.  Nevertheless, this season’s vaccine still offers some protective immunity to the A/Fujian strain and is likely to reduce the severity of the disease.

Production of the vaccine also requires an educated guess about how many doses can be sold.  Last season, there was a surplus.  This season although close to 85 million doses were produced it appears that demand will outstrip supply.  There is also an inhaled vaccination that uses a live virus and should only be used by healthy individuals between ages 5 and 49.

There are three antiviral medications that can prevent flu.  These are not used in the population as a whole, but to prevent outbreaks in institutions, such as nursing homes.  There are also four antivirals that can be used to reduce the severity of influenza infections in individuals. 

Public health authorities have an important role during influenza outbreaks.  Laboratories identify the strain of flu virus.  Plans and information for vaccine delivery must be developed. These become more critical when, as in this year, shortages develop.  Training materials are prepared for vaccine administrators.  The public must be informed about the disease, including guidelines on limiting the spread and availability of medical care.  Any equipment, medication and personnel shortfalls must be addressed.

SARS

SARS is a previously unknown disease that surfaced in November 2002 with the hospitalization of hundreds of people in Southern China.  Word of the outbreak did not leak to the outside world until February.  When pressed, the Chinese government gave assurances that the outbreak was under control.  Last season’s outbreak spread rapidly.

· The first case outside of China occurred when an infected individual from China traveled to Hong Kong on a trip to visit family members.  He infected twelve other individuals in the hotel where he was staying, four hospital workers and one family member.

· One of these hotel guests was hospitalized and infected 99 hospital workers.

· The virus then traveled to North American when a Canadian visitor to Hong Kong returned to Toronto.  Soon the World Health Organization (WHO) issued an alert for travelers to Asia to be aware of any illness that exhibits SARS symptoms.

· More cases turned up in Canada and the government of Singapore quarantined hundreds of exposed individuals.  Hong Kong soon followed with similar quarantines.

· To halt the further spread of the virus, WHO first asked airlines to screen travelers.  Later, WHO advised against all but essential travel to Hong Kong, Toronto, Singapore and parts of China.

· Within a month of the first case, there were 100 cases in Canada.

Before the SARS outbreak was contained in July 2003, there were 8,000 cases and 774 deaths. China had the most infections, followed by Hong Kong, Singapore and Canada.  The United States case count was approximately 200.  Most were travelers to Asia, with a small number becoming ill after close contact with another SARS patient.  No SARS-related deaths occurred in the United States.

The primary means to spread SARS is through close person-to-person contact.  Sneezing or coughing spreads infectious respiratory droplets.  Other people are exposed when they touch the skin of people or objects that are contaminated by the droplets.  In Hong Kong, SARS was spread through faulty domestic drainage systems.  Doctors believe that SARS is less contagious than other respiratory diseases, such as flu, common colds or tuberculosis.

Widespread concerns about a second year of the disease were confirmed early this year.  Chinese authorities confirmed the first case since the disease was contained in July.  The case was first reported as a probable case on December 26, 2003, but confirmation was delayed because of inconclusive laboratory tests.  Testing is complicated and subject to error and false positives, explaining the delay in confirming the results.  How this individual became infected is still unexplained.  The Philippines has announced two probable cases, but confirmation is waiting laboratory testing.  There were two other cases that were announced earlier this season, but they were researchers who contracted the disease in the laboratory.  

As with influenza, California, with its west coast location and major ports of entry, could be among the first locations for SARS to show up in the United States.

Diagnosis of SARS is somewhat complicated.  First, SARS is characterized by clinical signs, which include a high temperature, respiratory symptoms such as cough or shortness of breath and abnormal shadows on a chest x-ray.  These symptoms are typical of a large number of respiratory infections other than SARS, and therefore these factors alone are not sufficient to diagnose a case.  Hence, an individual health care worker cannot make a conclusive diagnosis.  Laboratory testing is required.  As seen in the recent China case, that can be a lengthy process, relative to the urgency of the situation.

Much about the origins and early spread of SARS is a mystery, although much has been learned in the short period since the disease struck.  SARS belongs to a group of viruses, called coronaviruses.  Coronaviruses cause illness in both animals and humans, including the common cold.  Genetic analysis suggests SARS is more closely related to the animal rather than to human forms of coronaviruses, suggesting that animals may be the source of the virus and/or a possible means of infection.  The search is on to see what animal or animals it may have come from and how it was transmitted to humans.

There currently is no vaccine for SARS, although research is underway.  Testing is also being done with antiviral drugs.

The overall mortality rate in the first SARS outbreak was about 10 percent.  The elderly were much more susceptible with their death rate approaching 50 percent.

One case does not constitute an immediate public health threat.  However, it may be a harbinger of an increased number of future cases.  According to the World Health Organization, China is alerted and ready to respond to a possible outbreak.  China announced the emergency killing of 10,000 animals kept in captivity for food, in an attempt to halt the disease’s spread.  However, this announcement has raised concerns among world health officials as the precipitous slaughter of animals may result in increased, rather than decreased, transmission from these animals to humans.   This move poses a risk if the slaughter and carcass disposal is not properly handled to reduce possible virus transmission.  Also, if an illegal trade replaces the legal markets, possible sources of infection may be more difficult to monitor and eradicate. 

SARS can be contained if there is a system that allows public health officials to detect and isolate cases and conduct timely contact tracing.  During the last SARS outbreak, people suspected of having SARS were isolated from others and received care.  Depending on the circumstances, isolation may be at a hospital, home or other health care facilities.  People arriving from affected parts of the world received information about the symptoms of SARS and what they should do if they suspect they are ill with the virus.  Patients and contacts were monitored for signs of the disease.  Laboratories conducted extensive testing to confirm cases.

West Nile Virus

West Nile Virus is a mosquito borne virus that can be passed to humans.  Typically, the mosquito acquires the virus from an infected bird and can then transmit it to humans.  In approximately 80 percent of the cases, the infected person exhibits no symptoms.  In the remaining 20 percent, the great majority have flu-like symptoms only.  In these instances, the illness can easily last two weeks to a month.   In a very small number of cases, about one in 150, there are very serious side effects such as encephalitis, meningitis, paralysis and even death. Those at risk of dying from West Nile Virus are those with compromised immune systems and the elderly.

West Nile Virus is a recent immigrant to the country; the first case of the virus was discovered in New York in 1999.  The virus was identified in 1937 and is widespread across Africa, South Asia and the Middle East.

The virus has since spread across the United States.  Last year the CDC reported that there were almost 9,000 cases nationwide with 211 deaths; the median age of those who died was 77.  Because so many individuals do not have symptoms, the number of actual infections is much greater.  On a nationwide basis, this is not a large number of cases when compared to more common infectious diseases such as the flu, but particular regions within states have been hit very hard and experienced a large number of cases.  

A high-ranking CDC official stated that West Nile Virus will hit California hard in 2004.  Late in 2003, the first human cases occurred that were exposed to the virus in California.  One was discovered in Imperial County, the other in Los Angeles County.  Based on surveillance, the virus has been found throughout Southern California in the counties of Imperial, San Diego, Riverside, San Bernardino, Los Angeles and Orange.  

California has the necessary ingredients for the spread of the virus.  These include a large number of mosquitoes of the right species and a healthy resident bird population.  The large number of mosquitoes also means that there is already a vigorous mosquito abatement program within most areas of the state which can help mitigate the spread of the disease. 

The typical pattern for the spread of West Nile Virus is for there to be very few human cases the first year the virus is discovered.  The virus, however, initially spreads among birds and mosquitoes.  The second year there are usually a large number of human cases.  Given the results in other states, California can reasonably expect hundreds of cases in Southern California in 2004.  The virus also is expected to spread north into the Central Valley during the year.  Horses are unusually susceptible to the virus with approximately 30 percent mortality.  Widespread West Nile Virus could have an enormous impact on the equine industry.  Fortunately, there is an equine vaccination, which appears to be the factor behind a significant reduction in equine cases nationwide in 2003.  Another group at risk is some of California’s avian species, with possible serious impacts to those that are rare or endangered.

Given that the disease is life-threatening, several companies are pursuing a human vaccine.  Reportedly, a successful human vaccine is some years away.

California public health officials carry out a comprehensive program to detect and monitor West Nile Virus.  The program also looks for other mosquito borne viruses.  This program includes:

· Placement of domesticated birds that are monitored for infection (sentinel chickens).

· Sampling and testing of dead birds.

· Testing of mosquito pools.

Since 1990, a federal grant from the CDC of approximately $500,000 has helped fund this program.

When the West Nile Virus is discovered, local health officials respond.  Surveillance and monitoring is intensified and mosquito control and abatement is targeted either through aerial spraying or eliminating the mosquito’s immature aquatic stage. 
Bioterrorism

As the United States faces potential threats of bioterrorism, California is forced to question its capacity to respond to a large scale public health emergency.  With the events following the September 11, 2001 terrorist attacks, concerns exist that possible terror attacks may include unconventional weapons, such as biological pathogens.  California’s local public health officers are among the first responders to any public health threat, and are the first to identify unusual disease occurrences.  These officials must not only respond to threats of bioterrorism, but must continue to control the spread of diseases such as meningitis, HIV, hepatitis C, and chlamydia, among others.  Counties rely on local public health agencies to detect and respond effectively to significant threats, including major outbreaks of infectious disease, pathogens resistant to antimicrobial agents, and acts of bioterrorism. 

In cases involving major disease outbreaks, city, county, and state health departments act as the nation’s first line of defense, supported by the federal Centers for Disease Control and Prevention (CDC), the National Institutes of Health, and other federal agencies.  Local health departments serve as the backbone for detection and response to a biological weapons attack, supporting local law enforcement, fire departments, and HAZMAT teams in identifying the bacteria, and controlling its spread.  

The state’s ability to effectively deal with bioterrorism and other infectious diseases depends directly on the public health system’s capacity to quickly recognize that an attack has occurred, to promptly identify those who might be at risk, and to deliver effective medical care in coordination with health care institutions.  However, in 2001, due to limited resources, public health officials reported that they had no choice but to shift resources into anthrax response, and forego other disease surveillance activities.  This placed the public health system at great risk, as resources cannot be shifted without compromising surveillance of other diseases. 

Prior to 2001, public health agencies struggled to respond to and prepare for infectious disease outbreaks.  Public health officials argued that the threats of emerging infections and bioterrorism could be addressed more effectively with adequate funding provided to the public health system.  Many argued that this system has been allowed to atrophy over the past several decades, leaving the public more susceptible to serious outbreaks of infectious diseases.  Public health professionals stated that additional resources would be needed to train additional public health staff, expand information and communication systems, and enhance public health laboratory capacity.  Increased public health funding is expected to improve capacities and bolster local efforts to best prepare us for any potential bioterror act.   

Little Hoover Commission Report

In April of 2003, the Little Hoover Commission issued a report entitled “To Protect & Prevent: Rebuilding California’s Public Health System,” including an analysis of California’s public health system along with recommendations for its improvement.  The Commission found the state’s public health system to be woefully inadequate, stating that, “There is no focused leadership, no coordination of efforts, no informed public process.”  The Commission also found that, “The State’s public health leadership and organizational structure is ill-prepared to fulfill the primary obligation of reducing injury and death from threats that individuals cannot control, such as environmental hazards, bioterrorism and emerging infectious diseases.”  Based on their analysis and findings, the Commission made several recommendations including that the state should create a new department of public health, separate from the existing Department of Health Services.   The Commission also recommended the creation of a state surgeon general and an independent public health advisory board.

The Committee has asked the Commission to present an overview of the report’s analysis, findings and recommendations at this hearing.  The Committee hopes to gain a better understanding of the basis for the major recommendations included in the report.  The Committee would like to discuss these recommendations with all of the witnesses, and also welcomes suggested solutions and strategies outside of the specific recommendations made by the Little Hoover Commission.
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