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Introduction

In the aftermath of the September 11th  attacks, the subsequent anthrax attacks and the influenza vaccine shortage, it became clear the public health and health care system in New York City, and indeed the United States as a whole, needed to be strengthened and fundamentally reformed.  
Since 2001, New York City has made progress in preparing our hospitals and health care systems for emergencies.  The current methodology for distributing federal funds to this end, however, is not sufficient to meet the unique and ongoing needs of New York City’s public health system.   
New York City is the financial and media center of the world, home to two international airports and one of the largest international ports in the world; 26,402 people reside in each square mile.  It is home to national landmarks such as the Statue of Liberty and the Empire State Building, and it boasts an enormous and heavily utilized mass transportation system. The threat of a terrorist attack in New York City is substantially higher than anywhere else in the nation. 
Current allocation of terrorism preparedness dollars through the U.S. Department of Health and Human Services does not reflect this.  Not one dollar administered for emergency preparedness is allocated according to the receiving jurisdiction’s level of risk.  The result: a policy that grants the State of North Dakota $8.37 per person for bioterrorism preparedness yet only grants New York City $3.22 per person.  For example, of the 54 jurisdictions receiving Health Resources and Services Administration (HRSA) funding for hospital preparedness, New York City ranks 54th out of 54 – the least funded jurisdiction in the country on a per capita basis.  
The purpose of this report is to focus on emergency preparedness specific to New York City and the implications the current federal policy has for the city’s public health and healthcare system.

What are potential public health emergencies related to bioterrorism?

· Bioterrorism is the intentional or deliberate use of germs, toxins, pathogens or other agents that cause disease or death in people, animals, or plants. While these agents are typically found in nature, it is possible they can be altered to increase their resistance and/or their ability to spread and cause disease.  Terrorists may use biological agents because they can be spread through the air, through the water or in food, and they can be extremely difficult to detect.  In addition, the effects of a bioterrorist attack can be delayed; certain agents do not cause illness for anywhere from several hours to several days
. 

· Chemical terrorism is the deliberate use of chemical agents, such as poisonous gases, arsenic, or pesticides that have toxic effects on people, animals or plans to cause illness or death. 

· Radiological terrorism can include the malicious use of a radiological device or attacks on nuclear facilities, such as nuclear power plants.  

What is New York City doing to prepare for public health emergencies?
New York City’s public health system is responsible for protecting New Yorkers from various potential threats to health.  Whether a major infectious disease outbreak, an intentional act of bioterrorism, chemical or radiological terrorism or the aftermath of a natural disaster, the City’s public health and healthcare system must be prepared to respond immediately and effectively.  This requires what is referred to as an “all-hazards” approach.  An all-hazards approach takes into consideration the significant overlap between bioterrorism preparedness and preparedness for naturally occurring emergencies, such as pandemic influenza and hurricanes.1  The same public health core capacities are needed for both types of response, such as the ability to test lab specimens rapidly and accurately, the ability to detect increased incidence of disease, and a trained and responsive public health workforce.
Much work has been done to enhance the City’s core emergency preparedness capacity in the development of an “all-hazards” approach.  Clearly, an approach to preparing a city of New York’s size must be multi-faceted and is inevitably complex.  Efforts must begin around enhancing the city’s infrastructure i.e. hospitals, primary care centers and outpatient clinics to ensure they have the necessary equipment and communications capability.   In addition, significant coordination between state and local governments is necessary in regards to incidence surveillance, detection and reporting, public health workforce training and general planning and response procedures.  

In broad categories, improvements have included: 
Enhanced General Infrastructure
Strengthening the City’s health infrastructure greatly increases the speed and streamlining of any public health response.  Specific infrastructure improvements at the City’s health department include the creation of a dedicated bureau to plan, initiate, coordinate, track and evaluate response and the creation of an Emergency Operations Center to serve as the “nerve center” of any public health response.

To increase coordination within the health care community, the City has initiated contracts with 72 New York City hospitals and 26 primary care centers to establish baseline emergency preparedness activities, as well as to perform tabletop and functional response exercises with hospitals and other healthcare providers. These efforts include improving coordination between hospitals, primary care centers and EMS, expanding equipment and supplies and expanding health care worker training. 

Enhanced and Better Prepared Health Workforce
An available, responsive and trained workforce is the heart of any response.  More than 176 new hires at the City’s health department have expanded expertise in key areas such as:
· Surveillance 
· Environmental monitoring 

· Risk communications

· Case Investigation

· Laboratory expertise

· Mass prophylaxis
· General Planning 
Additionally, the city has expanded the number of volunteers trained and available to respond in a public health emergency.  For example the Medical Reserve Corps, volunteer health professionals that can be activated in an emergency, has grown to more than 4600 members.

Enhanced Capacity to detect, confirm, and track health threats

Early detection and characterization of an event is key to a quick and targeted response.  Specific improvements include:

· Automating the City’s public health laboratory

· Building capacity for all 72 hospital laboratories and other laboratories across NYC to share results

· Developing a system that allows for central analysis of emergency department admissions, ambulance runs and primary care center visit information
Enhanced Capacity to respond to public health emergencies
Specific improvements include developing systems that allow for analysis of environmental health information as it is collected in the field in real time, and the ability at the local level to work with and analyze more dangerous laboratory specimens.
Enhanced ability to communicate with providers, general public and staff
Specific improvements include:

· Greater capacity to reach the general public via e-mail for important health announcements.

· A Health Alert Network that allows the health department and the hospitals communicate rapidly with approximately 14,000 health providers 

· Enhanced system for answering calls regarding suspected terrorism or other suspicious diseases from health providers at all hours of the day, every day of the week and every day of the year.
Current emergency preparedness funding

In June of 2002, Congress passed the Public Health Security and Bioterrorism Preparedness and Response Act to authorize funding for public health emergency preparedness to enhance readiness at all levels of government.   

Federal Bioterrorism Preparedness Funding Post-September 11, 2001
	Fiscal Year
	Centers for Disease Control and Prevention (CDC)
	Health Resources and Services Administration (HRSA)
	Total

	FY2002
	$918,000,000
	$124,500,000
	$1,042,500,000

	FY2003
	$870,000,000
	$498,000,000
	$1,368,000,000

	RY2004
	$849,596,000
	$498,000,000
	$1,347,596,000

	FY2005
	$862,777,000
	$470,755,000
	$1,333,532,000


Centers for Disease Control and Preventive (CDC) Funding

Funding is administered through the Centers for Disease Control Prevention (CDC) and the Health Resources Service Administration (HRSA) for federal bioterrorism programs and grants allocated directly to the states. 

Through cooperative agreements, the CDC allocates Public Health Emergency Preparedness dollars to the 50 states plus 4 additional jurisdictions: New York City, Los Angeles County, Chicago, and the District of Columbia.  These funds are allocated according to a formula that includes a base rate and then apportions additional funds based upon population. The primary purpose of these funds is to upgrade and integrate state and local public health jurisdiction preparedness for and response to terrorism and other public health emergencies with Federal, State, local and tribal governments, the private sector and Non-Governmental Organizations (NGOs). 

New York City has received approximately $25 million in CDC funding per year.  These funds are used for equipment, training, drills and supplies, as well as more than 176 city health department employees with emergency preparedness responsibilities. 

In addition, in FY2004 the CDC initiated the Cities Readiness Initiative (CRI) Pilot Program.  Through the CRI, the federal government provides direct assistance to cities to help them increase their capacity to receive and dispense medication and medical supplies from the Strategic National Stockpile quickly during a large scale emergency.  The goal is to ensure cities are able to use all the resources available to them for emergency response and preparedness efficiently and effectively.  Twenty cities and the District of Columbia area were chosen to participate based solely on their population and geography.  New York City received $5.1 million in both 2004 and 2005 under this program. 
Health Resources and Services Administration (HRSA) Funding
HRSA allocates funding for the National Bioterrorism Hospital Preparedness Program to enhance the ability of hospitals and health care systems to prepare for and respond to bioterrorism and other public health emergencies.  

HRSA funds are awarded as cooperative agreements, and distributed through a formula consisting of a base amount plus an amount according to the population, similar to the CDC funding formula. The 50 states are given a base rate of $1 million and the four non-state jurisdictions (New York City, Los Angeles County and the District of Columbia) are given a base rate of $500,000.  The remaining funds are then allocated based on each jurisdiction’s percentage of the United States population.  
New York City receives approximately $13 million per year in HRSA funding.  These dollars are used to fund the 70+ hospitals throughout NYC, plus primary care centers and emergency medical services to plan for surge capacity and other consequences of emergencies. Four hospitals serve as Centers of Excellence and perform enhanced functions.  
How does the current funding formula short-change New York? 
There is no question the terrorist threat to New York City is serious and ongoing.  Terrorists have targeted New York City more than five times in the last decade alone.  The first bombing of the World Trade Center in 1993 was followed by its destruction 8 years later.  Two major news media outlets in New York City were the subject of anthrax attacks, and there have been several plots to bomb certain bridges and attack the subway system that enforcement and intelligent authorities were able to prevent through arrests and increased security. 

As recently as November of last year, a Brooklyn man confessed in Manhattan federal court in detail about how he tried to sneak an al Qaeda operative into the country to carry out a deadly chemical attack.  

The population density of New York is 26,402 people per square mile.  Because a mode of biological attack is to release an agent into open air, the risk of rapid spread alone makes New York unique in its vulnerability.   

In addition, New York City is vulnerable to the spread of communicable and infectious diseases due to the crowding on mass transit, in public spaces and in living quarters.  In addition, New York is a major airline hub and the first point of entry for many people who fly into the United States from all over the world.  
Recent examples: 

· Multi-Drug Resistant Tuberculosis Outbreak, 1994

· West Nile Virus was first reported in New York City, 1998

-
NYC had a number of suspected SARS cases during the SARS epidemic of 2003

· Anthrax Outbreak, October of 2001

The following characteristics illustrate the diversity and size of New York City’s population and the tremendous scope of planning necessary to prepare for a public health emergency:  
· NYC’s population is 8 million at night, 12 million during the day

· Population density in Manhattan is 69,873 persons per square mile

· 2 million citizens under age 18, 1 million over age 65

· 4 million residents speak a language other than English at home, with more than 150 languages spoken

· Approximately 22,000 staffed hospital beds

· 83% hospital occupancy 

· 163,000 health care workers 

New York is the nation’s largest city, the world center for finance and communications, and in the estimate of the federal intelligence community, the terrorists’ highest priority target in the United States.  To date, however, the amount of funding New York City receives from the federal government to prepare for an attack of bioterrorism does not reflect the City’s needs nor level of risk.  

Terrorism risk notwithstanding, under the current funding formulas, New York also receives disproportionately less funding per capita than other jurisdictions.  For example, of the 54 jurisdictions funded through HRSA, New York City ranks 54th out of 54 in per capita funding.  In comparison to the state that ranks fourth – North Dakota, New York City receives $1.53 per person to North Dakota’s $2.31 per person.  With regard to CDC funding, North Dakota receives $8.20 per person, while New York City receives a mere $3.22.  For both CDC and HRSA, North Dakota receives $10.51 per person, and a New York City resident receives only $4.75.  In total, the State of North Dakota, by all federal intelligence standards a relatively low risk area, receives almost $5.76 more per person than New York City to prepare and protect against an attack of bioterrorism. 
FY2005 Public Health Emergency Preparedness

and Hospital Preparedness Funding

	
	Per Capita

    CDC
	      Rank

  (Out of 54)
	 Per Capita

    HRSA
	       Rank

   (Out of 54)
	       Total



	      NYC
	     $3.22
	         24
	     $1.53
	          54
	       $4.75

	      NYS
	     $2.54
	         46
	     $1.60
	          41
	       $4.14

	North Dakota
	     $8.20
	          4          
	     $2.31
	           4
	       $10.51


In addition, of the 21 cities receiving CRI funding, New York City ranks last in per capita funding.
Not only does the current allocation method fail to factor risk, it represents a stark inequity in terms of population allocation.  The factoring threat level aside, if every single person in the United States received the same per capita amount for bioterrorism funding, New York City would receive an additional $13.4 million each year.  Based on 2005 allocations, each person would get $4.58 in CDC funding and $1.83 in HRSA funding, equating to an additional $11 million in CDC dollars and an additional $2.4 million in HRSA dollars flowing into New York City each year.  
Therefore if federal bioterrorism dollars were appropriately distributed to reflect high threat areas, New York City would receive considerably more than $13.4 million additional dollars each year.

What challenges exist for New York City’s public health system as a result of inadequate federal funding?
New York City’s terrorism preparedness federal funding streams are not sufficient to adequately and comprehensively prepare for a public health emergency.  While the City has initiated and significantly expanded its core capacity and preparedness programs, without adequate federal funding, these programs simply cannot address the size and complexity New York City’s needs.
As part of an all-hazards approach, federal dollars are used to enhance the general infrastructure to prepare for all emergencies: hurricanes (particularly given the ongoing Atlantic Multi-Decadal Oscillation), flu outbreaks, major accidents, etc. and cannot be focused on bioterrorism preparedness specifically.  Therefore funding has to be allocated on an all-hazards versus threat specific based approach. 
For example, while the CRI program allocates additional funding directly to New York City, it has historically restricted funding to specific scenarios.  The City was required to use the 2004 and 2005 CRI funding strictly for aerosolized anthrax and could not be used for any other preparedness programs.  

Where the federal government has left significant funding gaps, the City has had to use City Tax Levy funds for bioterrorism related projects.  For example, the City had to use $16 million for the Biosafety Level 3 (BSL3) laboratory construction that is critical in detection and testing efforts.  From fall 2001 through 2003, despite scarce resources, New York City hospitals spent, on average, more than $5.5 million each on emergency preparedness activities over and above what they would have spent pre 9/11.  Based on a survey of its membership, the Greater New York Hospital Association (GNYHA) estimated that at a minimum, each hospital in New York City needed an additional $12 million for its emergency preparedness activities as of the end of 2003.  
Examples of Funding Gaps: 

· General Hospital Preparedness

New York City is home to more than 70 hospitals.  In the event of a public health emergency, hospitals are often considered the first responder; current federal funding levels leave the City’s hospitals significantly under funded.  Specific needs include:

· Improved information technology capacity

· Evacuation supplies for hospitals and long term care facilities

· Equipment and monitors to improve security of hospital pharmaceuticals, oxygen, radioactive materials and utilities
· Surge capacity materials and medicines

· Additional staff training resources

· Information Dissemination

In the event of a public health emergency, ensuring accurate information is disseminated to those who need it is central to response efforts.  While New York has made significant progress in their efforts to that end, an increase in federal dollars are needed to maintain robust communications systems to provide necessary information flow.    

· Detection and Response 

At the current funding rates, New York City’s ability to detect and respond to infectious disease issues and threats is lagging.  Because the nature of bioterrorism agents is to spread quickly and through various mediums, the sooner agents are detected, the sooner a response can be initiated and outcomes mitigated.  Ensuring adequate funding for detection and response, including emerging technologies, is essential.  
· Chemical Preparedness

There is a shortage of chemical detection systems in vulnerable locations in the New York City area.  In addition, the city needs increased medical and decontamination resources including equipment, supplies, procedures and training. 
· Radiation Preparedness
Additional technical support to establish drill plans and systems, utilitze detection equipment and coordinate local and regional activities are necessary to adequately prepare the city in the event of a radiation emergency.  Hospitals are also in need of additional radiation detection instruments.
· Laboratory Preparedness & Responses
The city’s system of laboratories is crucial in identifying agents and infectious diseases.  With regard to pandemic flu and other viruses, additional funding is needed for virus isolation and identification capacity.  Further, the city needs additional capacity for food safety testing and to expand and upgrade the Laboratory Information System (LIS).  
What is the solution?
Bioterrorism preparedness funding should be allocated according to a risk-based formula.  Dollars should flow appropriately to the jurisdictions whose threat levels, critical infrastructure and population density would be deemed high risk by the Department of Homeland Security; jurisdictions whose vulnerability and potentially catastrophic consequences in the event of an attack of bioterrorism will continue to make them a target.  
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